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ENsULIN squIBB is an aqueous solution of the active 
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THE FACTS 
_ ABOUT CANNED FOODS ARE IMPORTANT 
TO THE MEDICAL PROFESSION 


@ Canned foods play an important role in 
the nutrition of the American family. The 
layman turns to his physician for accurate 
and dependable information about this great 
class of foods. 

Every doctor has the problem of replying 
to these many and varied questions. Some 
queries relate to the nutritive values of 
canned foods and to their vitamin contents; 
others to their safety or wholesomeness; 
whether they are suitable for child or infant 
feeding. Still others relate to the details of 
the various canning procedures. 

Research extending over twenty years has 
established the answers to these questions, 
accurately and scientifically. A wealth of 
information exists. which, because canned 
food research is continuous, is being supple- 


mented periodically by the reports of in- 


dependent investigators appearing in the 
scientific literature. 

It is our purpose to publish in this jour- 
nal every month the facts about some phase 
of canned food knowledge. We would like 
to summarize for your convenience the con- 
clusions which authorities in nutritional re- 
search have reached. 

And here we ask your help. On this page 
are listed a few suggested subjects. Will 
you check the ones that you would be in- 
terested to read, and write in others that 
may occur to you? Then simply cut out the 
bottom part of the page and mail it to us. 

We want to make this service valuable to 
you. Your suggestions will help us. 


AMERICAN CAN COMPANY 
230 Park Avenue, New York City 


I am interested in having you publish in this 
journal the facts about the subjects I have 
checked. 


[_] Nutritive Values of Canned Foods. 


] Conservation of Vitamins in the Canning 
Process. 


[-] Canned Foods in the Diet of Children. 
The Tin Container. 


[J Canned Foods and the Public Health. 


(Write Suggested Subjects Below) 


State 


K-1 
Please mail to 


AMERICAN CAN COMPANY 
230 Park Avenue New York City 
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TREATMENT of early syphilis advocated to- 
day involves such basic principles as the use of 


an atsphenamine as the foundation of the treatment, 


the use of a heavy metal as an adjuvant (preferably 
bismuth intramuscularly), and the continuation of 


NAME_ 


STREET. 
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NEO-ARSPHENAMINE MERCK Novarse 


MERCK & CO. Inc. Manufacturing Chemists RAHWAY, N. J. 


treatment without a rest period for a period of one 
year after all symptoms and signs of the disease 
have disappeared. 

These fundamentals have evolved from a pains- 
taking study, by a group of university clinics in 
collaboration with the U.S. Public Health Service, 
of records covering a fifteen year period. Their 
report may be considered as the most authentic 
information available today relative to the satis- 
factory treatment of early syphilis. The method of 
treatment advocated is known as: — 


@ “The Continuous Method 
of Treatment” 


This method, with the use of Neo-arsphenamine 
Merck, may be relied upon to produce satisfactory 
results. 
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Power Doubled 


Radio eraphic 


@ Physicians and notpials now using this unit in 
its original design acclaim it for the unusually fine 
gl of diagnostic films it enables them to pro- 
uce. And now, without any change whatsoever 
in its physical appearance, dimensions, or features 
of flexibility, and without changing the size of the 
tube focal spot, G-E engineers have added to its 
power to make it an even more outstandingly effi- 
Serres considering its compactness and 


ty. 

This added power means that, when necessary, 
the exposure time values. may be reduced to one- 
half the former values, and still retain the same high 
radiographic quality. For example, the average size 
ia with 1 second exposure using the Potter- 

diaphragm at 30” distance; exposure values 
for other parts of the body as short as }<th second. 

For use in the office, it leaves nothing to be de- 
sited from the standpoint of producing radiographs 
consistently rich in the details so essential to x-ray 
interpretation, 
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: and greatly increased diagnostic range 
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Our Business Is Dedicated To Better Vision 


WE BELIEVE in the medical doctor whether he be a specialist or a general practitioner. WE BELIEVE 
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SURGERY IN DIABETES* 
GEZA DE TAKATS, M.D. 
Chicago, Illinois 


An interesting development is taking place 
in surgery. The surgeon of today, armed with 
anatomy, pathology and physiology, does more 
than repair anomalies, treat injuries, combat 
infections and eradicate tumors. He may modify 
regulatory mechanisms and re-establish a dis- 
turbed equilibrium. He tinkers with perverted 
functions and utilizes all the recent develop- 
ments that modern medicine may offer. The 
modern surgeon is more and more confronted 
with medical problems and the progressive in- 
ternist is becoming familiar with the results of 
surgery in his field of interest. The much abused 
slogan of a cooperation between surgeon and 
internist should mean more than a formal con- 
sultation at the bedside. They must be familiar 
with each other’s problems. The surgeon in- 
terested in peripheral vascular disease must be 
aware of the possibilities of general cardio- 
vascular damage; if he treats a surgical com- 
plication of diabetes, he should have a clear idea 
of the patient’s diabetic status. Should he be 
asked to treat a hemorrhagic purpura by splen- 
etomy, he should take an active interest in 
tuling out such purpuras which are not suit- 
abie for operation. 

This border-line type of surgery is well ex- 
emplified by the surgery of diabetics, The sur- 
gical diabetic of the past was an emaciated, 
mentally and morally exhausted individual to 
whom surgery was either denied or on whom it 
was performed as an emergency with small 
hope of recovery. The character of operations 
permissible in diabetics has changed. At the 
same time diabetic coma, which used to be the 
largest factor in the mortality of diabetics, has 
now been superceded by the deaths due to car- 


*Presented at the Kansas City Academy of Medicine, De- 
cember 21, 1934. 


diovascular damage and surgical complications. 
This places a great and new responsibility on 
the surgeon. He must familiarize himself with 
the principles of dietetic and insulin manage- 
ment and realize what his medical colleague 
can do for him. The internist, on the other 
hand, had to gain insight into the remarkable 
effects of surgical management in a diabetic 
whom he was unable to control medically. 

It would be most tempting to concentrate on 
the many problems encountered in diabetic sur- 
gery. Instead, I propose to emphasize only gov- 
erning principles, which have proved to be im- 
portant in the surgical complications of diabetes 
and will use as illustrations the management of 
diabetic gangrene, the diabetic carbuncle and 
the surgical abdomen as differentiated from dia- 
betic coma. In the second part of my discussion 
I will summarize my efforts in operating on 
diabetics to increase their diminished sugar 
tolerance; in other words, to attack not a sur- 
gical complication, but the uncomplicated dia- 
betes. I might say, that years of cooperation 
with internists of the type of Russell M. Wil- 
der, Charles A. Elliott and George K. Fenn 
have been of incalculable benefit in developing 
a teamwork so necessary in the management of 
the surgical diabetic. 

Broadly speaking, three groups of diabetic 
patients require surgical interference. First, 
operation is imperative in ruptured or ruptur- 
ing abdominal viscus or in injuries requiring 
immediate repair. There is naturally no time for 
extensive medical management. In most hos- 
pitals even a rapid determination of the blood 
sugar, of COz combining power is impractic- 
able. From the massive amount of sugar and 
the presence of acetone-bodies in the urine, the 
surgeon can reasonably conclude that in the 
uncontrolled diabetic requiring imperative sur- 
gery he must prevent diabetic coma. These 
measures consist of adequate supply of fluids, 
glucose, insulin and heart stimulants. 500 cc. 
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of ten per cent glucose can be given intravenous- 
ly in one hour. Twenty units of insulin are 
given at the same time, five gr. of caffeine every 
hour for four doses, and one-sixth gr. of ephe- 
drine subcutaneously if the blood pressure is 
falling. With such management, the diabetic 
is ready for operation within an hour. During 
the operation, five per cent dextrose is given 
subcutaneously and insulin is administered after 
the operation according to the urinary findings. 
A self retaining catheter is left in the bladder 
and a specimen is tested by the nurse every four 
hours for sugar and diacetic acid. After the 
operation, the diabetic is naturally under the 
joint care of the internist and the surgeon. As 
a general principle, one hundred grams of car- 
bohydrate should be supplied daily by the sub- 
cutaneous or oral route. No sugar is given by 
rectum. The post-operative diabetic, especially 
in the presence of infections, h7s practically no 
tolerance and is markedly resistant to insulin, 
Therefore, he requires at least forty-five units 
of insulin to cover the one hundred grams of 
dextrose, often more. When oral feedings are 
begun, it has been my experience that early 
attempts of high caloric diets may easily pro- 
duce a set-back. Twenty-five calories per kilo- 
gram body weight, containing one gram of 
protein per kilo, are more than enough. Fat- 
poor diets are more easily consumed at this 
stage. 

In the second group of diabetics, surgery is 
urgent but not imperative. A day or two may 
be spent in trying to free the urine from acetone- 
bodies or raise the COz2 combining power of the 
blood. These are patients with carbuncles, in- 
fections of the hand, cellulitis, pleural em- 
pyema, in other words, pyogenic infections. 
When acidosis is relieved or improved by fluids, 
glucose and insulin, the surgical risk has been 
greatly diminished. A blood culture in dia- 
betics with pyogenic infections is our routine 
procedure. A great mistake is to wait for com- 
plete diabetic control. This is mostly impossi- 
ble during the presence of an acute infection. 
In waiting for the disappearance of glycosuria 
the patient may succumb to a streptococcus sep- 
ticemia. The disappearance of acetone-bodies, 
however, may be rapidly accomplished and is 
highly desirable in this group. 

We finally come to the last group of patients, 
in whom elective surgery can be performed 
under complete diabetic control. It is in this 
group that the most gratifying results have been 
obtained since the advent of insulin. In the pre- 


operative medical management, the diet builds 
up a satisfactory hepatic reserve of glycogen 
and consists usually from 120 to 150 grams of 
available. glucose. The urine should be free of 
practically free of sugar, absolutely free of 
acetone. The fasting blood sugar should pre- 
ferably be below 200 milligrams per 100 cc,, 
and the alkaline reserve well above fifty per 
cent. 

The diabetic who is under such rigid pre. 
operative control for ten days to two weeks be- 
fore an operation, and whose postoperative 
medical care is just as rigid and meticulous js 
no greater surgical risk than the non-diabetic 
of the same age and cardiovascular status. Thy- 
roidectomy, cholecystectomy, removal of a car- 
cinoma should be urged on the same indications 
as if the patient were nondiabetic. The healing 
of wounds in controlled diabetics is not de- 
layed. Through the removal of some of these 
wasting and debilitating lesions often an im- 
provement of the diabetic status may be accom- 
plished. 

The anesthetic for operations on diabetics 
must be carefully selected. Whenever possible, 
local anesthesia is much to be preferred. The 
idea that the tissues of the diabetic are prone to 
slough after infiltration with novocaine can 
certainly not be supported by our experience 
with local anesthesia. Amputations on diabetics 
are performed without shock under a low spinal 
anesthesia, which need not and should not ex- 
tend above the groin. Abdominal operations are 
conveniently done under ethylene combined 
with local infiltration, For the incision of in- 
fected wounds, carbuncles, which require short 
anesthesia and the use of the cautery, the in- 
travenous injection of evipal is admirably suit- 
able. 

The healing of wounds is delayed when dia- 
betes is uncontrolled but not otherwise. In ex- 
perimental wounds, the uncontrolled pan- 
createctomized animal. shows an absence of 
fibroblasts and a massive cellular exudate, pre- 
dominantly leukocytes. 

A few types of cases might be briefly dis- 
cussed for illustration. wor 

DIABETIC GANGRENE: About twenty-five 
per cent of all diabetic deaths are due to diabetic 
gangrene. The problems encountered by the 
physician in a case of diabetic gangrene are, first 
of all, the determination of the peripheral vas- 
cular status; second, the differentiation between 
a primarily circulatory or primarily infectious 
gangrene; and third, the decision as to operative 
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or non-operative treatment and, if amputation 
js necessary, the determination of the proper 
level of amputation. 

First, peripheral vascular status is systemat- 
ically investigated by the palpation of pulses, 
the estimation of the surface temperature, the 
cutaneous histamine reaction and the oscillo- 
metric curves. In my clinic a circulatory record 
iskept on a mimeographed sheet for all patients. 

For practical purposes, the palpation of 
pulses, the skin temperature as estimated by the 
hand, and the histamine reaction can be deter- 
mined for the study of collateral circulation. 
The investigation of the patient’s circulatory 
efficiency will also help to answer the second 
question; namely, whether a primarily circu- 
latory or an infectious process is present. If 
peripheral pulses are present, or if in their ab- 
sence the foot is warm and of good color, and 
if there is a definite localized infection such as 
an infected callus or an osteomyelitis of the 
toe, the diagnosis of an infectious gangrene is 
made and only drainage or minor amputation 


is necessary. Superficial ulcerations may not 


only heal, but large defects can be covered by 
skin graft. 

The third question, whether in a given case 
of gangrene operative or conservative treatment 
is indicated is difficult to answer summarily, 
asso many factors come into play. A conserva- 
tive treatment is adopted in a case of toe gan- 
grene, whether demarcated or demarcating, if 
there is no spreading infection and no evidence 
of septicemia. Dakin’s solution is used with 
careful protection of the skin, active vascular 
exercises of Buerger are prescribed, and the 
passive vascular exercises are administered with 
the Reid-Hermann apparatus, which stimulates 
collateral circulation. Continuous moderate 
heat is supplied by an electric baker, and nat- 
urally, a complete diabetic control is attempted. 
Aslow healing may take place with loss of one 
or two phalanges. A hasty amputation at this 
stage may precipitate a rapidly spreading gan- 
grene. 

Should there be, however, a slow but def- 
inite spread of the gangrene, uncontrollable 
pain or what is most alarming, an evidence of 
spreading infection or even bacteremia, ampu- 


tation should be carried out without further 
delay. The insidious septicemia does not have - 


to manifest itself in high or remitting tempera- 
tures. A loss of appetite, weight, a dry tongue, 
an increased insulin requirement are more sensi- 
tive indicators. A blood culture should be taken 
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in every case of diabetic gangrene when spread- 
ing infection is suspected. 

The third problem, the determination of the 
proper level of the amputation, can hardly be 
dealt with adequately in so short a time. There 
are important mechanical considerations, but 
the decisive factor is the level of circulatory 
efficiency, which is best determined by the sur- 
face temperatures and the histamine flares. 
General rules about amputating below or above 
the knee according to the presence or absence 
of the popliteal pulse are not satisfactory. 

Unfortunately, a great many patients arrive 
with a spreading infection, and not only the 
circulatory disturbance but the infection de- 
mands an amputation. No time should be lost 
here in amputating above the knee. The tourni- 
quet is placed not above but below the circular 
incision to prevent infection of the stump. If 
the patient is septic, the wound should be left 
entirely open, loosely packed with gauze sat- 
urated in Dakin’s solution and a secondary su- 
ture or secondary amputation is performed 
later, should the patient survive. An entirely 
lethargic attitude about these septic diabetics is 
not warranted. The blood stream infection 
should be vigorously attacked with transfu- 
sions and with massive doses of polyvalent an- 
tistreptococcus or gas gangrene serum. The in- 
travenous use of urotropine is worthy of trial. 
The prognosis; while bad, is not hopeless. A 
staphylococcus septicemia, however, has always 
proved fatal in my experience. 

The immediate mortality of patients ampu- 
tated for diabetic gangrene is due almost always 
to septicemia, seldom to a vascular accident. 
Most patients die later of cardiovascular dis- 
ease. For the prevention of bed sores on the 
other leg, active and passive vascular exercise 
may help to avoid bilateral gangrene. 

To prevent gangrene in the diabetic, the fol- 
lowing measures seem advisable: 1. The dia- 
betes should be under control all the time. 
2. The over-weight patients should control 
their weights. 3. A foot hygiene should be 
taught to all diabetics. Avoidance of trauma, . 
eradication of ringworm, the treatment of corns 
and abrasions, the proper selection of shoes, 
socks and arch supports are some of the impor- 
tant items in prevention of gangrene. 4. All 
diabetics, even when young or middle-aged, 
should have their peripheral vascular status ex- 
amined so that if necessary early conservative 
measures, active and passive vascular exercises 
can be early instituted. 
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DIABETIC CARBUNCLE: Next to gangrene, a 
carbuncle is the most distinctive surgical com- 
plication. The incidence of carbuncles in dia- 
betics is low, but the mortality is over twenty- 
five per cent. The customary treatment consists 
of large crucial incisions, with undermining 
of the edges and Dakinization of the wound. 


One must remember, however, that the 
process of localization is much slower in dia- 
betics and that the degree of septicemia is not 
indicated by the temperature and by the white 
count. Both give a notoriously poor response 
to infection in diabetics. The proper time for 
incising the carbuncle is as soon as softening of 
the center is present. To wait for a large fluc- 
tuating mass may invite a septicemia but so 
does a crucial incision, when it is carried into 
the infiltrated mass. Twice have I encountered 
septic temperatures and chills with positive 
blood culture immediately after a radical in- 
cision. Operation is preferably delayed until 
the acidosis is controlled and then the soft cen- 
ter or centers are gently opened with the surgi- 
cal diathermy current. I am convinced that the 
electric cautery spreads infection to a much less 
degree than the scalpel. As explosive gases can 
not be used, the intravenous injection of evipal, 
a barbiturate, is most helpful in producing ten 
to fifteen minutes of anesthesia. 


In patients with a septic temperature, uncon- 
trollable diabetes and beginning septicemia, a 
drastic effort must be made to overcome the 
generalized infection. One must not wait until 
a positive blood culture is obtained. The septic 
type of temperature, the falling white count 
and the appearance of a chill are ominous signs. 
Blood transfusion here sometimes does won- 
ders. In 1923, I advocated daily injections of 
forty per cent methenamine (urotropine) in 
generalizing infections, and have been interested 
to see that the Mayo Clinic has recently treated 
ten diabetics with carbuncles with rest, moist 
dressings, rigid diabetic control and urotropine. 
Their results were very satisfactory. 


Generally speaking, infection upsets the tol- 
erance of the diabetic. The infections may be 
quite trivial; a slight cold, a root-abscess pro- 
duces insulin-resistance and may make massive 
doses of insulin necessary. This is also true of 
latent tuberculosis. An eradication of an in- 
fected focus, the drainage of an abscess leads to 
a sudden decrease in insulin-requirement, which 
must be anticipated by the internist, if he is to 
avoid postoperative insulin reactions. 


THE SURGICAL ABDOMEN OR DIABETIC 
COMA: The onset of a diabetic coma is charac- 
terized by nausea and vomiting, obstipation, 
abdominal cramps, tenderness or even rigidity, 
elevation of temperature, rapid pulse, dry 
tongue and a leukocytosis varying from 20,000 
to 40,000. On the other hand, the clinical pic- 
ture of an acute abdominal lesion in a diabetic 
is definitely vague. The temperature and white 
count do not indicate the severity of the appen- 
dicitis. Rigidity may be absent. A mark acidosis 
and glycosuria is naturally present in the dia- 
betic suffering from an acute surgical abdomen, 
These are the most difficult decisions to make 
and should require frequent consultations of 
surgeon and internist. It has been my policy to 
observe the effect of the treatment for coma. 
(Fluids, glucose, insulin). If the tenderness and 
rigidity localize within a few hours, this speaks 
strongly in favor of a laparotomy, whereas in 
uncomplicated diabetic acidosis, the andidia- 
betic treatment rapidly changes the picture. It 
takes considerable courage to sit at the patient's 
bedside and withhold operation. I have ex- 
plored two normal abdominal cavities during 
diabetic coma and delayed operation in a case 
of a spreading peritonitis due to a perforated 
appendix. The latter patient died, the first two 
recovered. In a doubtful case, then, if after four 
to six hours of energetic treatment for coma no 
definite improvement is noted, an exploratory 
operation under ethylene or local infiltration of 
the abdominal wall seems reasonable. 

There are a great many other interesting 
problems in the surgery of diabetes; gall bladder 
disease, pancreatitis, hyperthyroidism have all 
this one thing in common; their surgical relief 
improves the sugar tolerance of diabetics and 
thus should be undertaken in spite of, but also 
because of, diabetes. This thought leads us to 
the second group of operations, which have 
been devised to treat not the surgical complica- 
tions but to improve diabetes itself by surgical 
measures. 

ATTEMPTS TO INCREASE THE SUGAR TOL- 
ERANCE OF DIABETICS: Any surgical attempt 
to improve sugar tolerance must necessarily 
answer the criticism that since the advent of 
insulin the treatment of diabetes is solved. Sta- 


~ tistics from the large diabetic clinics indicate a 


decrease or practical absence of mortality in 
juvenile diabetics, who can now normally pro- 
gress to adult life. Coma, according to Joslin, 
should disappear as a cause of mortality in dia- 
betics. Unfortunately, however, the favorable 
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statistics of Joslin, Wilder and Allen, Priscilla 
White, can not be reproduced throughout the 
country. The study of four recent statistics 
analyzing the diabetic deaths in the states of 
Oregon, Washington, Minnesota and Ontario 
show that insulin is still not used in many cases, 
In Ontario, where insulin is provided free of 
charge to charity patients, none had been used 
in forty-four per cent of 192 cases of fatal dia- 
betes and in only twelve per cent had it been 
used with any regularity. In averaging these 
four individual statistics, one can state that 
roughly one-third of all patients who died of 
diabetes had never used any insulin and that less 
than half of them ever tested their urine. This 
situation necessarily calls for a vigorous educa- 
tional campaign both among the lay public and 
among doctors. Visiting diabetic nurses such as 
exist in the state of Massachusetts would play 
an important role in the education and treat- 


ment of diabetics and so would diabetic camps | 


for children. 

It is obvious that the diabetic child, whose 
uncomplicated diabetes has not been obscured 
by secondary changes in the cardiovascular sys- 
tem and in parenchymatous organs, is in the 
center of interest. Juvenile diabetes, contrasted 
with the mild diabetes of the obese, hyperten- 
sive, arteriosclerotic individual, is usually se- 
vere, difficult to control. The tolerance varies 
and is easily influenced by injuries, infections, 
or mental strain. Their insulin requirement is 
high, expensive and it is only quite recently 
that money could be obtained for some of these 
diabetics from the Emergency Relief Commis- 
sion. In doing any type of clinical research on 
diabetes, my medical colleagues and I postulated 
that the severe type of .juvenile diabetic with 
unstable tolerance, one that has been diabetic 
for at least two years and adequately controlled 
fot several months, and one that shows no de- 
tectable vascular damage by films of peripheral 
vessels and ophthalmoscopy, is the type in 
which an operative procedure to improve car- 
bohydrate metabolism could be undertaken 
With justification. We have also learned that 
children with any, even though healed, pul- 
monary tuberculosis should be carefully ex- 
duded as they later may become activated and 
interfere with the interpretation of results. 

Obviously, these surgical attempts to in- 
crease the utilization of carbohydrates had to 
be based on the current theories of diabetes. 
Thus, if one regards the insulin-deficiency as 
the primary cause of diabetes, an increase in the 


insulin-production of the diabetic would be de- 
sirable. It could be shown by numerous in- 
vestigators that ligation of a part of the pancreas 
would gradually destroy the acini and increase 
the size and number of islets. I have repeated 
and confirmed these experiments and also 
showed with Hannett and Henderson that the 
sugar tolerance of normal dogs could be in- 
creased by ligating the tail of the pancreas. We 
later showed with Cuthbert that when the 
ligated tail was removed the tolerance did not 
drop, but on the contrary rose. This could only 
be explained by the stimulating effect of the 
removal of the tail on the remnant. We con- 
cluded that the rise in tolerance following a 
massive ligature around the body of the pan- 
creas produces a hypertrophy and a hyperplasia 
of the islets in the ligated portion; later, how- 
ever, a progressive sclerosis replaces the de- 
stroyed acinar tissue, invades the islands and a 
compensatory regeneration or even a hyper- 
regeneration of the unligated portion occurs. _ 

The experience with two diabetic children, 
in whom the ligation of the tail of the pancreas 
was performed, indicated an early unmistake- 
able improvement in sugar tolerance; one child 
operated on five years ago is well and active, 
but requires seventy-two units of insulin on a 
diet of 2320 calories. He can not be called im- 
proved by the operation. The other child, who 
had previously spent a year in a tuberculosis 
sanitarium, but was completely afebrile, gain- 
ing weight, did remarkably well after the opera- 
tion. Later he drifted away from us, became a 
Christian Scientist, dropped his diet. I under- 
stand that he now arrives frequently at smaller 
hospitals in coma, is taken in and carefully 
nursed for several weeks and then discharged 
to arrive in another hospital. He now has a 
reactivation of his pulmonary tuberculosis and 
as he still requires insulin, must be classified as 
a failure of the operation. 

We have, then, two diabetic children, both 
of whom showed a gain in tolerance at first, 
but late results are entirely negative. What is 
the cause of this failure? One might say that 
the second boy was poorly selected because he 
had had an old tuberculous infection, because 
he was uncooperative and perhaps unable to get 
his proper food and insulin. But that certainly 
does not apply to the first child, who was 
under favorable social conditions, who is de- 
veloping normally, but whose gain in tolerance 
did not last. 

There is one much more important point to 


ETIC 
arac- 
tion, 
dity, 
dry 
000 
Pic- 
betic 
pen- 
losis 
dia- 
nen, ‘ 
lake 
y to 
ma. 
sin 
Tt 
nts 
ring 
case 
ated 
two 
our 
no 
ory 
1 of 
ing 
ider 
all 
lief . 
and 
ica- 
ical 
npt 
of 
ea 
in 
¢ 
jin, 
lia- 
ble 


182 THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


be considered. Was the diabetes of these chil- 
dren really due to an insulin-deficiency? Shields 
Warren has shown that the absence of abnor- 
mal changes in the pancreas is striking in juve- 
nile diabetics. He felt that there were no irre- 
versible changes present. In both of our cases the 
pancreas was normal to sight and palpation, 
but no biopsy was taken. In the case of a man 
suffering from a carcinoma of the body and tail 
of the pancreas at autopsy no normal tissue 
could be found. If there was any normal islet 
tissue, it evaded careful search. And yet the 
sugar tolerance of this man was perfectly nor- 
mal. These observations and others point to the 
fact that certain types of diabetes may not be 
pancreatic and that a differentiation of such a 
type from a true ‘‘pancreatic’’ type of diabetes 
might be important. 

Nobody can deny that diabetes or at least 
abnormal sugar tolerance may result following 
acute pancreatic necrosis. Mackenzie and I have 
followed such cases and found that the dimin- 
ished sugar tolerance may be present as high as 
in forty per cent after acute pancreatic necrosis 
but because of the marked regenerative power 
of the pancreas the sugar tolerance may return 
to normal. This type of diabetes is truly pan- 
creatic or insular. But there are indications that 
an extra-pancreatic diabetes exists in which the 
disturbance in carbohydrate metabolism is 
not due to insulin-deficiency, but to the pres- 
ence of factors that inhibit insulinic secretion, 
prevent its activation or oppose its action. These 
patients do not react normally to injected in- 
sulin. They are insulin-resistant. 

There are a great number of factors that are 
capable of producing an insulin-resistance, and 
as I have summarized them elsewhere, I can not 
go into a detailed enumeration here. Suffice it 
to say, that Fenn, Trump and I have worked 
out a single clinical test, whereby the insulin- 
sensitivity of the diabetic patient can be deter- 
mined. If the patient is insulin-sensitive, it 
really means that he responds well to insulin 
but is deficient in its secretion. If he is insulin- 
resistant it means that, while he may secrete 
enough insulin, the counter-regulatory forces 
oppose or inhibit its action. 

From a surgical standpoint, the latter type of 
diabetic, namely the insulin-resistant, is of 
great interest. It has been known for some time 
that animals can be made insulin-sensitive by 
different methods, such as hypophysectomy, 
adrenalectomy, and section of the splanchnic 
nerves. Cuthbert and I repeated some of these 


experiments and found that all these operations 
have one thing in common; namely, that they 
increase glycogen storage and glycogen-fixation 
in the liver. Not only does the glycogen content 
of the liver rise, but it is also more difficult to 
mobilize it with epinephrine. Partial adrenal- 
ectomy or bilateral adrenal denervation has 
been done by some Italian surgeons and by 
Crile for diabetes. Their results are difficult to 
interpret. Hypophysectomy in the pancreatec- 
tomized animal was capable of preventing ex- 
perimental diabetes as first shown by Houssay, 
And so is the cauterization of a certain limited 
area in the hypothalmus, (Davis and Cleve- 
land). Cuthbert and I, however, demonstrated 
that the excision of the coelic ganglion could 
accomplish the same result. We also showed 
that a section of the splanchnic nerves resulted 
in an identical rise of tolerance as coelia gang- 
lionectomy or adrenal denervation. This find- 


_ ing put such experimental methods in the realm 


of clinical possibilities. Splanchnic nerve sec- 
tion deprives the liver, pancreas, adrenals and 
kidneys from sympathetic innervation and is 
preferable to adrenal denervation as it dener- 
vates larger areas and because regeneration of 
nerve fibers can be more effectively prevented. 
For lack of time, I will just present one case 
history of an adolescent diabetic, whose insulin 
requirement could be depressed from seventy- 
five units to ten units by such an operation. 
The case was improperly selected because of the 
presence of slight pulmonary findings, which 
later became a serious problem. 

Our present methods of selecting these pa- 
tients depend on the test for insulin-sensitivity 
and the response of an alimentary hypergly- 
cemia curve to ergot. I felt that the administra- 
tion or ergot, being a sympathetic depressant 
and an antagonist of epinephrine, might con- 
veniently imitate the effect of a splanchnic sec- 
tion. Thus, a patient, whose blood sugar curve 
was not depressed by ergot, could not derive 
any benefit from splanchnic nerve section. 

So far, three patients have been subjected 
to this operation and the study of results is 
most illuminating. Thus, it can be shown, that 
an insulin-resistance can really be changed to 
a state of insulin-sensitivity and that this result 
seems to be one that has persisted over one year. 
Second, it could be shown that the alimentary 
hyperglycemia curve of these patients will be- 
have similarly after splanchnic section than it 
did before the operation, when ergotamine was 
administered. This finding emphasizes the 
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value of the drug in the selection of cases. 
Third, it became clear that should there be any 
form of latent infection, and I am particularly 
thinking of tuberculosis, this will maintain a 
certain amount of insulin-resistance, which the 
operation can not overcome. 

The ultimate goal of such an operation is 
first to take the patient off insulin, and second 
to stabilize his tolerance and make it compara- 
tively independent from external factors as 
emotions of strain, anxiety. So far, we have not 
been able to take any of these patients entirely 
off insulin. Our best result was a reduction 
from seventy-five to ten units. In a second casz 
a reduction of forty to twenty units was ob- 
tained. This result occurred after operating on 
one side, whereas no further reduction occurred 
after the section of the contralateral side. It is 
very probable that the operation on the second 
side was incomplete. This was my first case, 
and since that I have learned to use adequate 
measures to prevent regeneration. In the third 
case, both the insulin and ergot tests showed 
that no result has been obtained. He was in- 
sulin-sensitive to start with and did not respond 
to ergotamine. 

Considering the magnitude of these opera- 
tions, such results seem rather discouraging. 
And yet we must remember that we have se- 
lected very severe, extreme cases, with bad prog- 
nosis. A reduction of sixty-five units of insulin 
a day following splanchnic nerve section, is a 
significant result and Dr. Fenn and I have re- 
peatedly speculated on the effect one could ob- 
tain on a milder or even latent type of diabetic. 
The tests on such a diabetic girl, six years old, 
are shown here. This child had her first urine 
analysis before a tonsillectomy, when a gly- 
cosuria was discovered. On a fairly liberal diet 
without insulin she is not only sugar free, but 
has a fasting blood sugar between eighty and 
ninety milligrams per 100 cc. And yet the tests 
show that, while her insulin response seems 
normal, she has a diabetic type of alimentary 
hyperglycemia and that this curve can be re- 
stored to normal by ergot. I think there may 
come a time when we will feel more positive 
that such children invariably become severe 
juvenile diabetics and that an operation at this 
stage may really prevent the outbreak of a se- 
vere diabetes, 

_ The outlook for further progress, I believe, 
lies in the careful study and follow-up of these 
early, mild or even latent forms of diabetes. 
We are watching a small group of these patients 
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now. I think that in possession of simple clini- 
cal tests that I have described we will be able to 
analyze the diabetic status of these juvenile 
diabetics. It has been often stated that the un- 
complicated juvenile type of diabetes offers the 
best chances for the analysis of pure diabetes. I 
think one may go a step further. The latz:nt 
type of juvenile diabetes does not yet man fest 
secondary disturbances of sugar metabolism. 
It seems to be, at least in the cases studied, de- 
pendent on an increased sympathico-adrenal ir- 
ritability, which in turn mobilizes abnormal 
amounts of glycogen. Whether these impulses 
originate in the hypophysis or in hypothalamic 
centers is not to the point now, but they can be 
effectively interrupted by severing those two 
important cables, the splanchnic nerves, which 
connect the central nervous system with the 
abdominal brain, namely, the coeliac ganglia. 


I think these early gropings into the funda- 


. mental causes of juvenile diabetes and its sur- 


gical relief will illuminate to you a tendency in 
surgical research. This research is beset with 
difficulties, pitfalls and disillusionment. But 
out of the scattered fragments some Siegfried 
will forge the all-powerful sword that conquers 
the dragon of diabetes. 


BROMIDE INTOXICATION 


EDWARD H. HASHINGER, M.D.., and 
CHARLES C. UNDERWOOD, M.D.* 


Kansas City, Kansas 


The bromides are perhaps the most com- 
monly used drugs in all branches of medicine, 
yet many practitioners are unaware of their 
toxicity and the potentialities for harm when 
their use is not carefully controlled by e’ther 
clinical or laboratory methods. As a clinical 
entity, bromide intoxication his been re:og- 
nized for some time by the psychiatrists. How- 
ever, it is not infrequently observed in a gen- 
eral medical service and may give rise to some 
very puzzling diagnostic problems; that we 
have had five such cases during the past six 
months is proof enough of this statement. 


Bromides were discovered by Balard in 1826 
and introduced into therapy by Graf in 1840. 
Huette is credited with the first report of a case 
of bromide intoxication. According to An- 


*From the Department of Internal Medicine, University of 
Kansas. 
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drews' one of the earliest occurred in the fam- 
ily of an English apothecary in the late eighties, 
the servant having filled the salt-cellars from 
the barrel containing sodium bromide, which 
was next to the barrel of sodium chloride. The 
entire family developed a toxic psychosis which 
cleared up after several weeks. Landenheimer? 
in 1901 was the first to point out the relation 
of the chloride intake and bromide retention, 
noting that an increase in the chloride intake 
diminishes the bromide depot. He also pointed 
out that we get early bromism in anemia and 
cachexia in which the body fluids are poor 
in chlorides, and in kidney and heart dis- 
turbances with the incidental fluid: retention. 
It was not until 1927, however, that the diag- 
nosis of bromide intoxication was placed on a 
scientific basis by the publication of Wuth’s* 
paper in which he describes the method of 
quantitative determination of the blood bro- 


mides. He also reported twenty cases of bro-- 


mide intoxication admitted during a _ six 
months’ period at the Henry Phipps Psychiatric 
Clinic of the Johns Hopkins Hospital. In 1930 
Diethelm‘ reported nine cases of his own from 
the same clinic. He stated that forty per cent 
of all admissions to the Phipps Psychiatric 
Clinic during the course of a year had taken 
bromide, but only two per cent showed toxic 
symptoms. In 1930, Wagner and Bunburg® 
studied one thousand consecutive cases admitted 
to the Colorado Psychopathic Hospital in re- 
gard to their serum bromide content. Of this 
number forty-four showed mental symptoms 
which were due to or increased by bromides, 
seventeen sought admission solely on account 
of intoxication due to bromide, two of them 
dying purely from bromism. Doane and Wei- 
ner® in 1931 reported four cases of bromide 
intoxication admitted on a general medical ser- 
vice. Sippi and Bostock’ reported nine cases in 
1932, emphasizing the fact that only one was 
associated with a bromide eruption. Wain- 
wright® in 1932 contributed five additional 
cases to the literature, stressing the importance 
of the intelligent use of bromides. 

Solomon? described the pharmacologic ac- 
tion of the bromides as follows: ‘‘They de- 
press the entire central nervous system, with 
the exception of the medulla, depressing the 
psychic functions, the motor cortex and the 
spinal cord—lowering its reflex excitability. 
The muscle tone is lowered throughout the en- 
tire body. Ordinary doses have no effect on the 
circulation, but larger doses depress the heart 


and vasoconstrictor center. They lessen arterial 
tension and lower body temperature, depress 
sexual appetite and power, and cause pallor, 
acne on the face and extremities, coated tongue, 
disordered digestion, emaciation, somnolence, 
sluggish reflexes and defective coordination, 
They may be responsible for impairment of the 
mental faculties, with hallucinations and delu- 
sions, or cause melancholia or maniacal excite- 
ment.” 

Bromides are not excreted by the kidney as 
rapidly as chlorides and tend to remain in the 
blood replacing partially the chloride ion, how- 
ever, Andrews! makes the statement that bro- 
mide intoxication will not occur if sodium 
chloride is ingested in sufficient quantities to 
take care of the body metabolism six to ten 
grains per day. 

The clinical picture of bromism is very di- 
verse; anorexia, constipation and loss of weight 
may be the first symptoms. Nausea and vomit- 
ing are also common. Bromide eruption and 
conjunctivitis are comparatively infrequent. 
The mental manifestations of bromide intoxi- 
cation are characterized by psychic deteriora- 
tion, in which the patient is dull, stupid and 
apathetic. The attention and retention, as well 
as the judgment and the association of ideas 
become greatly impaired. A typical delirium 
often develops. Speech may be disturbed. Active 
hallucinations, delusions and dreamlike states 
are prominent and are mostly persecutory and 
terrifying in nature. The mood is variable, 


- usually depressed, but may be euphoric. If the 


attention is gained the response is often good. 
The temperature may vary from normal to 
103 F., the pulse usually being quite rapid. 
The neurological manifestations may be ataxia, 
tendon reflex changes—exaggerated or dimin- 
ished—unequal, irregular ankle clonus, pseudo- 
ankle clonus, bilateral Babinski, tremors of the 
hands, face and other parts. The pupils are fre- 
quently dilated, but may be contracted and are 
often irregular and unequal. Andrews! found 
absent or diminished gag reflex in all of his 
cases. The pupils react sluggishly or not at all 
to light. Speech is thick and often indistinct. 
Sensory anesthesia, paresthesias and hyperas- 
thesias may occur. The general excitability of 
the nervous system is greatly lowered. There 
may be circulatory disturbances evidenced by 
weakness and lowering of tension. Genito-uri- 
nary disturbances as retention or diminution of 
urinary output, menstrual irregularities, and 
lowering of sexual function are common. 
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REPORT OF CASES 

Case 1.—Mrs. A. B., white, age fifty-seven, 
was first admitted to Bell Memorial Hospital 
January 10, 1934, because of cardiac decom- 
pensation secondary to arteriosclerotic heart 
disease. She had a very stormy course during 
her ten weeks’ stay in the hospital, but at the 
time of dismissal her heart was compensated 
and she was able to walk about without 
dyspnea. During her illness numerous sedatives 
were tried without success until triple bromides 
were prescribed. This drug being very effective 
in relieving her ‘‘nervous tension,” she was dis- 
missed March 23, 1934, with directions to take 
two or three fifteen grain tablets daily as 
needed. 

Present Illness: She progressed very well at 
home until April 25, 1934, at which time she 
became nauseated and vomited repeatedly. She 
had also complained of very severe constipa- 
tion. At the same time her husband noticed an 
increasing mental dullness, and on the day prior 
to her readmission April 28, 1934, she was 
very confused and was disoriented as to time 
and place. She had also had many visual hal- 
lucinations; one that was especially real to her 
was that the walls of her room were on fire. 

Medication: After reviewing her medication 
we found that she had received 149 fifteen- 
grain triple bromide tablets during a period of 
sixty-seven days; the total dosage in grains be- 
ing 2235, a daily average of 33.35 grains. 

Physical Examination: Obese white female 
in no apparent physical discomfort; there was 
no evidence of “‘congestive heart failure.’’ The 
pupils were equal and regular, but reacted slug- 
gishly to light. The lungs were negative. The 
cardiac dullness extended one cm. to the left 
of the midclavicular line. Heart rate 100, fi- 
brillation, tones distinct and no murmurs. The 
neurological findings included absence of knee 
kicks, neutral plantar response, muscular in- 
coordination, ataxia and the presence of the 
Romberg sign. 

Mental Examination: Patient quite con- 
fused, failing to recognize her former atten- 
dants. She was often very delirious, crying out 
because of her terrifying hallucinations or de- 
lusions. 


Laboratory Examinations: The Walter- 


Hauptman test on May 2, four days after ad-. 


mission was 269.3 mgm. of sodium bromide 
per 100 cc. of blood serum. The daily changes 
in this determination can be seen in curve 1, 
Fig. 1. The bromide determination of the 


spinal fluid on the same date was 117.8 mgm. 
bromide per 100 cc. spinal fluid. The spinal 
fluid and blood Wassermann tests were nega- 
tive. Lange Colloidal Gold 0000100000. The 
urine was positive for bromide, otherwise nega- 
tive. Blood chemistry normal, chlorides (total 
halogen) 480 mgm. per 100 cc. of whole 
blood. 


MGM. SODIUM BROMIDE 
PER 100 CC SERUM 
4504 
425~ 
400- 
375-4 
350- 


325- 


300-4 


25- 


HOSPITAL DAY 2 4 6 8 10 2 4 16 18 20 22 24 26 26 

Fig. 1—Graph showing the sodium bromide content of the 
blood serum in the five cases as numbered, Treatment was 
started immediately upon diagnosis of each case except 
number 4, where it was not started until five determina- 
tions had been made. 

Course in Hospital: During the first four- 
teen days in the hospital she was quite delirious 
at times, both visual and auditory hallucina- 
tions were prominent features and were very 
real to her. Her temperature varied from nor- 
mal to 104 degrees F. on one occasion. One 
night she became so frightened that she got out 
of bed while her nurse was at lunch and hid in 
the closet, saying that several men were after 
her with guns. Persecutory delusions were fre- 
quently present. Nausea and vomiting occurred 
frequently and obstinate constipation was al- 
ways present. The bromides were stopped im- 
mediately after admission because we recog- 
nized that they were probably the cause of her 
delirium; after this suspicion was confirmed 
by the blood bromide determination, sodium 
chloride in dram doses was given three times 
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daily by mouth. Her toxic symptoms entirely 
disappeared after the serum bromide fell below 
150 mgm. per 100 cc. and did not return. 

Case 2.—Mrs. L. G., white, age thirty- 
eight, was admitted on the medical service of 
Bell Memorial Hospital May 18, 1934, in a 
delirium. 

Present Illness: According to her husband 
she consulted the family physician about six 
weeks prior to admission because of swelling 
of her ankles and pain in her abdomen. The 
diagnosis of acute Bright’s disease was made, 
and she was placed on a salt free diet and given 
pure sodium bromide to use on her food as a 
table salt substitute. On the day before admis- 
sion she became quite delirious and was diffi- 
cult to control, her husband stating that she 
was raving mad. She had many delusions and 
hallucinations. Her physician was called and 
apparently did not recognize her condition, but 
referred her to the hospital for diagnosis and 
treatment. 

Medication: During the forty-eight days be- 
fore admission she took 374 grams of sodium 
bromide and 512 grains of bromides in an 
effervescent bromide mixture, making a total 
of 6,122 grains, a daily average of 128.5 grains. 

Mental Examination: The patient was irra- 
tional, her memory was poor, she talked about 
being in labor; in fact, she said that she de- 
livered during her first night in the hospital 
and that her mother took the baby home. She 
was disoriented and very noisy. The speech was 
slurred, and incoherent at times. 

Physical Examination: The patient was 
moderately well nourished and rather pale, and 
extremely restless. The eyes rolled in all direc- 


tions, pupils were eccentric and reacted slug- — 


gishly to light and acommodation. The skin 
had a dusky tint, but there were no eruptions. 
The patient was very dehydrated, the tongue 
being heavily coated. Thyroid not enlarged, no 
adenopathy. Heart and lungs negative, B.P. 
124/94. Abdomen negative. The knee jerks 
were absent, no plantar response. The patient 
was unable to stand alone, but had marked 
ataxia when attempting to walk with help. 
Laboratory Examinations: The Walter- 
Hauptman test on May 19, 1934, showed 321 
milligrams of sodium bromide per 100 cc. of 
serum. The concentration in the spinal fluid 
was 121.5 mgm. of bromide per 100 cc. The 
Blood and spinal fluid Wasermann's were 
negative. The urine examination showed a 
faint trace of albumin, otherwise negative. The 


blood count was: erythrocytes 3,780,000, 
hemoglobin sixty-five ‘per cent, leukocytes 
5,400, polymorphonuclears eighty-three per 
cent. Blood chemistry: N.P.N. 31.6, creatinine 
1.5, sugar, 79, chlorides (total halogen) 490, 
The subsequent bromide determinations can be 
read by consulting curve number 2, Fig. 1. 

Course in Hospital: Bromides were stopped 
immediately—during the first three days her 
symptoms were greatly aggravated, she was so 
loud and disturbing to other patients that she 
had to be isolated, and so irrational that she 
had to be restrained in bed. At times she did not 
recognize her relatives or attendants. She be- 
came frightened at times because of her many 
hallucinations. During the first ten days her 
temperature was elevated to 100 degrees F. 
daily and on one occasion it was 102 degrees F, 
Sodium chloride, three drams daily, was pre- 
scribed, and she was given 1500 cc. of normal 
saline by hypodermoclysis every other day dur- 
ing the first ten days. It seemed that she became 
more delirious on the days she received the sa- 
line, but was markedly improved the following 
days. The greatest drops in the blood bromides 
concentration followed hypodermoclysis. She 
became more anemic, the hemoglobin falling to 
fifty per cent, for which she was given one 
blood transfusion. After the tenth day her de- 
lusions and hallucinations had disappeared, and 
she was perfectly normal mentally. She was dis- 
missed June 8, 1934, and to date there has been 
no recurrence of symptoms. 

Case 3.—Mrs. W. L., white, age forty-six, 
had been under observation for psychoneurosis- 
hysteria for a period of two months. She com- 
plained of vague aches and pains all over her 
body, backache and headache being the most 
persistent. She had been seen in consultation by 
almost every physician on the staff, none diag- 
nosing organic disease. She was given a four 
ounce mixture containing six drams of sodium 
bromide, to take a teaspoonful three times daily. 
About one month later she developed marked 
psychotic symptoms, characterized chiefly by 
auditory hallucinations and delusions of perse- 
cution. She accused her physicians of talking 
about her, of telling that she had been immoral 
and that she was ‘‘crazy.’’ She also developed 
a bromide eruption. 

Medication: The tonic prescribed contains 
11.3 grains of sodium bromide to the dram, 
thus she received ninety drams or 1017 grains 
of sodium bromide, and in addition she received 
gr. xl as an h.s. order several times making a 
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total dosage of 1057 grains, the daily average 
being 35.2 grains. 

Laboratory Examinations: The Walter- 
Hauptman test showed 166.9 milligrams of so- 
dium bromide per 100 cc. of serum on May 23, 
1934. The Wassermann test on the blood and 
spinal fluid was negative. The urine was nega- 
tive except for positive bromide test. The blood 
count and chemistry was normal. Subsequent 
bromide determinations can be ascertained by 
referring to curve 3, Fig. 1. 

Course in Hospital: Bromides were discon- 
tinued and sodium chloride was given by 
mouth, one fifteen-grain tablet four times daily. 
There was a gradual improvement in her men- 
tal condition, and at the time of her dismissal 
June 7, 1934, her symptoms of bromism had 
disappeared, but she was still very psychoneu- 
rotic, believing that she has some terrible ail- 
ment that the ‘‘doctors’’ were unable to diag- 
nose. 

Case 4.—J. J. McG., male, age sixty-seven, 
admitted to the hospital February 21, 1934, 
because of a left hemiplegia following a cerebral 
hemorrhage or thrombosis. He had developed a 
mild arteriosclerotic or senile psychosis before 
admission, and after he was given barbiturates 
his condition was greatly aggravated. After be- 
ing without sedatives for a time he was given 
sodium bromide and during a period of seven- 
teen days he received 1100 grains, a daily aver- 
age of 64.7 grains. 

Physical Examination: An undernourished 
white male who was not acutely ill. There was 
bilateral arcus senilis; generalized arteriosclero- 
sis; pupils regular and equal, reacting normally 
to light and accommodation; teeth in poor con- 
dition; heart, lungs and abdomen negative. Ex- 
cept for disuse muscular atrophy the extremi- 
ties were negative, the patient being completely 
bedridden. Neurological examination revealed 
marked increase in all the tendon reflexes on 
the left, and muscular rigidity on the same side, 
the extremities assuming the flexed attitude 
characteristic of spastic paralysis. Babinski pres- 
ent on the left. 

Laboratory Findings: The Walter Haupt- 
man test on May 7, 1934, was 173.2 mgm. per 
100 cc. of serum. The highest reading was 
242.4 on May 16 a few days after the bro- 
mides were discontinued. The spinal fluid bro- 
mide concentration at that time was 121.7 
mgm. per 100 cc. The subsequent determina- 
tions can be read on curve number 4; Fig. 1. 
Blood and spinal Wassermann’s negative. 


Course in Hospital: For a time after the ad- 
ministration of bromides this patient seemed 
to improve, that is, he seemed less irritable, but 
later his symptoms were made much worse and 
the drug was discontinued. He became ex- 
tremely unruly, disturbing the entire floor. He 
had many delusions and hallucinations. One 
that recurred quite often was that the world 
was burning, and he would cry because he 
was not able to save himself and his attendants. 
After his blood bromides fell below 154 on 
May 27, he showed considerable improvement, 
and was able to feed himself—during his de- 
lirium he had to be fed by the nurses and by a 
stomach tube on a few occasions. However, 
this patient's organic illness makes him a per- 
manent hospital case and committment to a 
state institution was recommended. 


Case 5.-—I. M., female, married, age eigh- 
teen, sent into the Hospital August 19, 1934, 
by her local physician with the diagnosis of 
“toxic goiter,’’ her complaints being choking 
sensations, difficulty in swallowing, nervous- 
ness, fast heart, and weakness. She states that 
she was perfectly well until a supposed miscar- 
riage in 1931, which she thinks was brought 
on by excessive work placed on her by her 
mother-in-law; this was two years before ad- 
mission. The following year at a pregnancy 
she noticed a swelling on the neck and choking 
spells. Five months before admission she was 
operated on and appendix removed. Now she 
has pain in the left lower quadrant, which she 
states her local doctor diagnosed as due to 
hyperthyroidism, but which she thinks due to 
her ovary, ‘which he should have removed 
when he took out my appendix.’’ Since this 
operation she has been more nervous than usual, 
and has taken very large doses of nerve medicine 
—-‘‘more than the doctor prescribed.’’ He states 
that he ordered seventy-five grains daily of 


sodium bromide, which she took for seven 


weeks, a total of 3150 grains, but according to 
ber story she probably took a much greater 
amount. Past history revealed that the patient 
has been somewhat of a nervous disposition 
most of her life, and shortly after marriage she 
began to have frequent nervous spells. There is 
a very definite social complex which has given 
her considerable mental anguish and worry. 
This social history discloses ideas of persecu- 
tion, abuse and neglect. She was now decidedly 
paranoiac and rather difficult to handle in the 


hospital. 


00, 
bis 
ine 
90. 
so 
she 
ny 
F. 
ur- 
ing 
des 
to 
ne 
de- 
en 
1X, 
sis- 
her 
ost 
bY 
ly. wes 
by 
= 
ed 
ins 
ved 
= 


188 THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


Laboratory Examinations: The Walter- 
Hauptman test showed 428.5 mgms. of sodium 
bromide per 100 cc. of serum August 20, 1934; 
chlorides (total halogen) 650 mgm. per 100 
cc. whole blood; urinalysis negative, except for 
positive bromide test. Blood count and chemis- 
try were normal. Subsequent bromide deter- 
minations were made, as shown in curve 5, 
Fig. 1. Basal metabolic rate showed plus six- 
teen, and plus eighteen. 

Course in Hospital: Bromides were imme- 
diately discontinued, and she was given sixty 
grains of sodium chloride daily by mouth. 
Rapid improvement inher mental condition 
was observed, and she was dismissed two weeks 
later at which time her blood bromides were 
172 mg. Her pulse had returned to normal, and 
she no longer had the choking sensation. She 
was directed to continue the taking of sodium 
chloride for another four weeks. 


COMMENT 


Five cases of bromide psychosis are reported, 
having been observed during a period of six 
months on a general medical service. In only 
one of these cases was the daily dosage of so- 
dium bromide above the ordinary therapeutic 
dosage as recommended by the pharmacopoeia. 
In the diagnosis of bromide delirium one must 
differentiate it from acute and chronic alco- 
holism, Korsakoff’s syndrome, encephalitis, 
brain tumor, senile psychosis, uremia, dementia 
paralytica and taboparesis. The threshold of 
intoxication varies from 150 to 200 milligrams 
of sodium bromide per 100 cc. of blood serum, 
the majority giving 150 as danger zone, which 
represents about twenty per cent replacement 
of the chlorides by bromides. A rather high 


bromide concentration may be necessary for the 
optimum therapeutic results in such conditions 
as epilepsy, but if the convulsions are not con- 
trolled at 175-200 mgm. per 100 cc. serum, 
Wuth advises against further bromide therapy. 

In all suspected cases the diagnosis can be 
made more probable or ruled out by the quali- 
tative test for bromide in the urine. Wuth de- 
scribes the procedure as follows: To 25 cc. of 
urine, add 1.0 Gm. of animal charcoal; mix 


well, allow to stand a few minutes, and filter. 


To 5 cc. of the filtrate, add 1 cc. of thirty per 
cent trichloracetic acid and 1 cc. of 0.5 per cent 
gold chloride solution. A brown shade denotes 
a positive reaction. Sharpe states that this test 
is not specific and that iodides produce a simi- 
lar color with gold chloride. Our laboratory 
uses the Walter modification of the Hauptman 
method, which involves the use of blood serum 
with the addition of gold chloride, producing 
a color change corresponding to the bromide 
concentration, varying from yellowish green 
brown to a red brown. The procedures for the 
determination of the blood bromides and spinal 
fluid bromides, together with the directions for 
making the standard solutions can be found by 
consulting Katzenebogen and Goldsmith's 
paper.!° One important fact to remember is that 
the method of quantitative blood chloride de- 
termination is not specific for chlorides, but rep- 
resents all the halogen group. In spite of the fact 
that the blood bromide level may be quite high, 
the blood chloride determination may be lower 
than normal because of the higher molecular 
weight of the sodium bromide. One mistake to 
be avoided in the making of the bromide stan- 
dard is to use the pure salt, as the crystals con- 
tain two molecules of water of crystallization. 


| Days of Total Daily Mgms. NaBr 
Case | Sex Bromide grains aver. per 100 cc. 
No. | Age Diagnosis BR Bromide grains blood serum Symptoms 
1 | 45 M | Psychosis 40 1,800 45 143 Parasthesias 
24:35 F | Hypogonad. 118 7,080 60 135.1 Numbness, etc. 
3 | 52 |. F | Endocrine 101 6,060 60 100.0 None 
4| 54 |} F | Art. Scler. 28 1,260 45 83.3 None 
5 | 42| F | Nephritis 10 600 60 122.9 Dizziness 
6 | 40}  F | Endecrine 140 8,400 60 33,3 None 
7 | 45 |  F | Psychosis 172 5,160 30 212.7 None 
8 | 53 | F | Cholecyst. 25 1,500 60 92.0 None 
9 | 34 | F | Neurasthenia 62 3,720 60 64.9 None 
10 | 77 M | Nephritis 21 472 23 168.5 Slight Delirium 
11 | 45 M | Arthritis 24 2,040 85 168 None 
12 | 40 | F | Endocrine 54 2,430 45 172.4 Tremor, hand &% tongue 
13 | 43 | M | Arthritis 24 1,260 52.5 273 Mildly irrational 
14 | ove pal tient) 26 2,080 80 389.6 Paranoia © delirium 
15 | 17 | F | Amenorrhea 74 4,440 60 46.3 None 


Fig. 2—Table showing blood bromide determinations cn 15 


tients seen regularly in the Out-patient Department of the 


University of Kansas Hospital, where we were able to tabulate the duration of bromide administration, the average daily 
dosage, total amount of bromide given, and the toxic symptoms if any were present. Case 14 is same as Case 13, but four 
months after complete recovery from first bromide dosage. 
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If the salt is not available the water can be 
driven off by heating for a short time in a dry 


oven. 
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Mgms. Sod. Bromide Mgms. Sod. Bromide 
per 100 cc. of per 100 cc. of 
blood serum spinal fluid 
280.8 130 
280 121 
275 112 
270 110 
250 112 
225 98 


. 3—Showing comparative amounts of sodium bromide in 
the blood serum and spinal fluid of the same patient on 
the same day; determinations on four patients. 


SUMMARY 


In order to ascertain which type of patient 
is most likely to develop bromide retention we 
have run blood bromides on a small series of 
patients in our out-patient department, both 
the total and daily average bromide dosage be- 
ing known to us. Of interest is that Test Case 
Number 7 had a blood bromide concentration 
of 212.7 mgm. per 100 cc. serum after taking 
thirty grains daily for 172 days, yet had no 
symptoms of bromism. Test Case Number 10 
with arteriosclerosis and hypertension and 
chronic nephritis developed a mild delirium 
when the blood bromides reached 168.5 mgm. 
per 100 cc., which disappeared after the drug 
was discontinued. This patient took but 22.5 
grains for a period of twenty-one days. Further 
comparisons are tabulated in Fig. 2. 

Thinking it possible that bromide determi- 
nation on the spinal fluid might be a more sen- 
sitive indication of the patient’s mental state, 
we did a small number of such determinations. 
The relation of the findings of sodium bromide 
content of spinal fluid and blood serum taken 
at the same time on the.same patient is shown 
in Fig. 3. From this it can be seen that the 
blood bromides and spinal fluid bromides run 
closely parallel, and the spinal fluid determina- 
tions cannot therefore be considered superior to 
those of the blood serum in making the diag- 
nosis Or prognosis. 

The treatment is supportive and eliminative. 
All medication containing bromide should ‘be 
discontinued immediately. If the patient's con- 
dition is such that he is unable to take sodium 
chloride by mouth, sodium chloride should be 
given by hypodermoclysis. It was given intra- 
venously in Case 4 of our series, but is not nec- 
essary. In the majority of patients the adminis- 
tration of six to eight grams of sodium chloride 
by mouth daily is adequate. Some authors warn 
against the too rapid replacement of bromides 
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with chlorides, as the symptoms may be aggra- 
vated by driving the bromides from the tissues 
with a resultant increased concentration of them 
in the blood. 
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GIANT CELL TUMOR* 
Report of Case Involving Mastoid 
HOWARD L. SNYDER, M.D. 
Winfield, Kansas 


Giant cell tumor is defined as a benign 
growth in bone characterized by the presence 
of giant cells of the foreign body type. It is 
most frequently found in the ends of long 
bones, but is found in the shaft also. It occurs 
in the jaw as an epulis and also may occur in 
the flat bones and the vertebrae. 


* The exact cause is not known. Trauma may 
be a possible exciting factor. It has been con- 
sidered an inflammatory reaction and Barrie! 
has given it the name Hemorrhagic Osteomye- 
litis. The name ‘‘benign giant cell tumor’’ de- 
fines it definitely as not true sarcoma. Coley,” 
however, has held ‘‘that there are certain num- 
ber of giant cell tumors which are originally, 
or become later, malignant metastasizing tu- 
mors and that it is not always possible for the 
most experienced pathologist to differentiate 
the malignant from the benign type in the early 
stages of the disease.’’ He does not, however, 
wish all these to be treated as malignant dis~ 
ease but recommends the removal of the tumor 
itself. 


The tumor is vascular and resembles granu- 
lation tissue, its color is mottled on the surface 
with yellowish areas scattered throughout it, 


*Read at the Sectional Meeting of the American College of 
Surgeons at Kansas City, March 13, 1935. 
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usually lighter at the center than at the per- 
iphery. The lighter color in the center is ap- 
parently due to degenerative changes and the 
center of the tumor-is usually softer than the 
outer portion. It is fairly firm, is easily shelled 
out of its capsule and when it has perforated the 
bone may be quite firmly adherent to surround- 
ing tissue and may bleed quite profusely. Ewing 
and Herendeen* have emphasized hemorrhage 
as one of the dangets of surgical removal and 
infection the other, the latter due in most in- 
stances to the failure to obtain primary union. 
Microscopically these tumors are made up of 
fibroblastic cells, round cells, and numerous 
blood capillaries resembling granulation tissue, 
with typical giant cells of the foreign body 
type. 

Haas‘ says ‘‘pain may be the first symptom, 
often swelling appears without any previous 
disturbance. The tumors are usually of slow 
growth and seldom occur before twenty years 
of age.’’ Although the one I am reporting to- 
day appeared at eight years of age. ‘“They 
usually appear at the end of the long bones al- 
though cases have been reported in the middle 
of the shaft. They do not break through the 
periosteum ordinarily, but when they do they 
retain their benign nature. They may extend 
from one bone to another along interosseous 
membranes, they seldom invade the epiphyseal 
plate but spread away from it, thus differing 
from malignant tumors.” 


These tumors must be differentiated from. 


osteitis fibrosa and from sarcoma and are some- 
times found associated with bone cysts. Cases 
have been reported in which there has been a 
transition of osteitis fibrosa to giant cell tumor. 
An early sarcoma may be difficult to differ- 
entiate but in the later stages the marked bone 
destruction with infiltration and more rapid 
growth in malignant tumors’ changes the pic- 
ture. Exploratory incision or biopsy is neces- 
sary for positive information. It was formerly 
held that biopsy was not justifiable in these 
cases but more recently it has become accepted 
as a good procedure, reasoning that the advan- 
tage to be gained is greater than the risk as- 
sumed. 


The treatment is ordinarily surgical for if 
they do recur it is at the original site and they 
do not metastasize. Irradiation is used with 
varying success. The use of Coley’s toxins, with 
or without surgery, and with or without ir- 
radiation, has yielded good results in Coley’s 
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hands. There is no objection to the use of 
Coley’s toxins after surgery and in some cases 
irradiation has unquestionable advantages. 
Thorough curettage down to healthy bone re- 
mains the procedure of choice. 


REPORT OF CASE 


P. T., age eight, white, female, was first 
seen December 13, 1934, complaining of a 
painless swelling behind the right ear. A small 
lump behind the right ear was noticed in 
August, 1934. This grew rather slowly for the 
first two months, but quite rapidly thereafter, 
The patient did not have a cold, sore throat, 
earache, or any discharge from the ear. There 
was no associated pain or tenderness. There 
were no other complaints. Her health had al- 
ways been good, and there was no family his- 
tory of tuberculosis or cancer. 

She was fairly well nourished, and her color 
was fairly good. Behind the right ear was a 
globular tumor with a sessile base blending 
with the skull. The growth pushed the ear out- 
ward and forward, and apparently arose from 
the mastoid and adjacent skull. It measured 
about eight centimeters across at the base and 
extended out at least five centimeters from the 
skull. The skin over it was pale and freely 
moveable, but the veins were a little prominent. 
There was no discharge from the ear. The tu- 
mor mass was somewhat soft, but did not fluc- 
tuate and was not tender. There were no en- 
larged glands in the neck nor any abnormal 
pulsations. There was no evidence of cranial 
nerve involvement. The teeth and gums were in 
good condition. The tonsils were large, but not 
inflammed. The heart, lungs, and abdomen 
were normal. The pulse rate was eighty. The 
temperature was 98.6. Reflexes in the extremi- 
ties were normal, 

A roentgenogram showed destruction of 
both plates of the skull with about two-thirds 
of the mastoid, the opening into the skull 
measuring about five centimeters in diameter. 

After consultation with Dr. Thor Jager of 
Wichita, who saw the patient, and Dr. E. H. 
Skinner of Kansas City, who reviewed the 
roentgenograms, biopsy was decided justifia- 
ble. The patient was admitted to St. Mary's 
Hospital on December 31, 1934. On January 
1, 1935, under ether anaesthesia, a biopsy was 
done through a curved incision behind the ear. 
The periosteum was opened and a piece of tis- 


Fig. 1—Lateral view of mastoid area showing extensive de- 
struction of mastoid and both plates of skull. 
Fig. 2—Anterior posterior view of skull. 
Fig. 3—Section of biopsy specimen, 
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In the operative procedure all of the mastoid. 
cells were completely cleaned out and the edges 
of the bone around the opening in the skull 
were nipped away back to normal bone. Most 
of this was done at the first stage and a very 
careful clean-up was done at the last stage. The 
wound was again thoroughly dried, packed 


sue, one by one and a half centimeters, was re- 
moved. When this piece from the periphery of 
the growth was removed, over an ounce of 
tumor contents was spontaneously expelled 
through the incision. This was greenish yellow 
in color, highly cellular, and moderately vascu- 
lar. The wound was dried, then packed with 


ee gauze saturated with ninety-five per cent al- with gauze saturated with ninety-five per cent se! 
cohol for five minutes and then closed. alcohol and every portion wiped out with al- in 

The tissue was studied by Dr. H. H. Jones cohol. A rubber wick drain was inserted and an 

of Winfield, Dr. Thor Jager of Wichita, and the wound was closed with interrupted silk of 

Dr. Frederick C. Narr of Kansas City. Each of sutures. The drain was removed in forty-eight wi 

these with Dr. E. H. Skinner agreed that it was hours. The recovery was continuous and un- mi 

Ae a benign giant cell tumor and advised surgical eventful. She returned to school on the eigh- - 
= removal of the growth. teenth day of February and the wound was en- to 
Following the biopsy the patient vomited ‘itély healed by February 24. ch 

for several days and her blood count dropped In conclusion a summary may be of interest. an 

to hemoglobin seventy-five per cent, red blood A brief resume on giant cell tumor has been ” 

given. A case has been reported occurring in a be 


cells 3,780,000. A donor for blood transfusion 
ae was secured and on January 7 the first stage of 
removal was done. 

At operation the growth was found to be 
everi more extensive than was suspected, nearly. 
all of the mastoid was involved and destroyed, 
there was a hole five centimeters in diameter in 


child of eight years of age, the growth involy- 
ing the skull extensively and encroaching upon 
the intracranial contents. There was no pain 
associated with the growth. A biopsy study es- of 
tablished the diagnosis of giant cell tumor. 
Surgical treatment by curetting away the 
growth was done in two stages because hemor- no 


the skull above the mastoid process and the 
growth was found to extend intracranially be- 
neath the cerebrum along the superior surface 
of the petrous portion of the temporal bone. 
The dura seemed intact as did the pericranium 
on its outer surface. All of the growth was re- 


rhage at the first operation necessitated cessa- 
tion of the operation and emergency treatment 
for shock. An uneventful recovery followed the 
completion of the second stage of the operation. 
The ultimate result is yet in doubt because Jess 
than two months have elapsed since removal of 


moved outside of the skull and all of itonthe |, growth. 


inside except the deepest portion of the growth BIBLIOGRAPHY fet 
beneath the cerebrum. The growth was quite 1. Barrie: Quoted by Haas, S. L., Lewis Practise of Sur- nic 
adherent to the dura and the perioteum and in ery, Vol. 11, Hagerstown, Maryland, W. F. Prior Company, ead 
curetting it away there was excessive hemor- 2. Ooley, W. B.: The Cyclopedia of Medicine, Vol. XII, 
” Philadelphia, F. A. Davis Company, page 446, 1934. the 
rhage. When that portion over the lateral 8. Ewing and Herendeen : Quoted by Coley. Ibid. i 
sinus was removed there was free bleeding 
from the sinus and the patient showed signs of C. W. Rutherford, Iowa City (J.A.M.A., April 27, ; 
shock with a very weak, rapid pulse and cold were 
in sixty-three patients admitted to the niversity OS- 
cnet Nd pear nae on opera pital from June 1927 to August 1934. Three of the ute 
1on, the wound was packed, lirst with gauze series, white men aged from 20 to 27 years, showed disk hea 
soaked with ninety-five per cent alcohol, and changes. The three were admitted within a period of fif- ed 
then with a dry gauze pack, and the wound was_ teen months. Melitensis infection of the central nervous 
closed loosely over the pack. She was imme- ed without 
s mary sixty-three cases of undula 
diately given Venoclysis of five per cent Glu- fever shows that in three there were bilateral papilledema, for 
cose in physiological salt solution, then 160 an increase in the spinal fluid pressure, mononuclear pleo- ma 
cc.’s of whole blood before leaving the operat- cytosis and evidence on which to base a diagnosis of in- 
ing table. She reacted quickly and by evening 
good. terpreted as papilledema. The diagnosis of undulant fever ani 
Another blood transfusion was done on Jan-_ is admittedly difficult. Papilledema is occasionally found 
uary 8 and on January 21 the operation was in whom 
, ing signs are absent. it is in such Cases 7] 
completed. The second stage was done without lant fever should be considered in the differential diag- ae 
difficulty and without excessive hemorrhage. nosis. 
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THE DYSTOCIA OF THE VERTEX 
PRESENTATION* 


LOUIS RUDOLPH,}+ M.D. 
Chicago, Illinois 


Of the cephalic presentations the vertex pre- 
sentation remains the most important problem 
in the mechanism involved, in the diagnosis, 
and the management. The basic principle is one 
of physiology of the mechanism of labor which, 
when applied to the clinical course of labor will 
make it safer for the mother and the child. The 
vertex presentation dystocia is in the main due 
to a disturbance of the physiology of the uterus 
characterized by a definite dystocia syndrome, 
and when managed with intelligent expectancy, 
and the prevention of maternal exhaustion will 
be found to give the best results to the general 
profession. 

The mechanism of labor, as expostulated by 
Naegele, was based on his obstetric knowledge 
of the physiology of the natural phenomena of 
labor. The division of the mechanism of labor 
into movements was based on natural phe- 
nomena instead of on the premises of the me- 
chanical theorem that the bony pelvis was of 
primary importance. 

A consideration of the normal mechanism of 
vertex presentation involves three factors: the 
posture of the fetus, physiology of the uterus, 
and the bony pelvis. 

The normal posture of the fetus is due to a 
fetal postural mechanism. During the embyro- 
nic period and up to about the middle of preg- 
nancy the fetal posture is one of flexion. From 
the middle of pregnancy to term the fetal head 
is either in flexion or in a partial deflexion atti- 
tude which is due to the fetal postural mechan- 
ism whether the station of the fetal head is 
floating high or low. With the onset of labor, 
uterine contractions cause flexion of the fetal 
head during the contraction phase of a uterine 
contraction, but during the interval between the 
contractions the lever or wedge action to account 
for the mechanism is absent, because there is no 
force applied to the fetus and the head will re- 
main in an attitude of flexion or will return to 
partial deflexion brought about by the fetal 
postural mechanism. This attitude of flexion is 
the important movement for the normal mech- 
anism of labor. 


*Read at the State Meeting in Wichita on May 10, 1934. 

+Professor of Obstetrics, Cook County Graduate Scho>l of 
Medicine. Attending Obstetrician, Cook County and Mount 
Sinai Hospitals. 
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The physiology of the uterus during normal 
labor consists of the physiologic division of the 
uterus into two segments, the upper and lower 
uterine segments. The different physiologic 
responses of the two segments are dependent 
upon a uterine contraction. The unit of work 
accomplished by the uterus is dependent upon 
the physiology of a uterine contraction on the 
longitudinal and circular muscle fibers of the 
uterus. Each uterine contraction exhibits three 
phases in either segment of the uterus. In the 
upper uterine segment it consists of (1) con- 
traction, (2) relaxation, (3) retraction or per- 
manent shortening of the muscle fibers; while 
in the lower uterine segment they are (1) con- 
traction, (2) relaxation, (3) stretching or 
thinning in tone of the muscle fibers. The 
upper and lower uterine segments during a con- 
traction, function in a synchronous manner, 
so that during a normal uterine contraction of 
the first stage of labor we have a synchronous 
retraction or permanent thickening of the upper 
uterine segment, a stretching or thinning in 
tone of the lower uterine segment, rising of the 
retraction ring, and relaxation in tone of the 
circular muscle fibers of the lower pole of the 
uterus leading to effacement and dilatation of 
the cervix uteri. When the uterine contractions 
function as described, we have true uterine con- 
tractions with a resulting progressive dilatation 
of the cervix. But, if the uterine contractions do 
not result in retraction or permanent shorten- 
ing phase of the upper uterine segment, and no 
stretching or thinning phase of the lower uter- 
ine segment, then the retraction ring does not 
rise, and no work is being accomplished. Such 
contractions are referred to as false labor pains, 
or more accurately, false uterine contractions ex- 
plaining prolonged or slow cervical dilatation. 
During a prolonged first stage of labor the uter- 
ine contractions frequently change from true 
to false in the reverse order which explains why 
the prolonged cervical dilatation accounts for 
the prolonged first stage of labor. It is essen- 
tial to understand that cervical dilatation is not 
a local manifestaion, but rather the manifesta- 
tion of uterine changes as a whole. Rudolph 
and Ivy! designated cervical dilatation as the 
‘barometer’ of the physiologic motor activity 
of the uterus. 

When the uterus manifests disturbance of its 
physiology by prolonged cervical dilatation this 
condition is frequently complicated with arrest- 
ed or prolonged internal anterior rotation of 
the fetal head as demonstrated by Rudolph and 
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Ivy. Another manifestation of uterine dys- 
function is a delay in the ‘‘phenomenon of 
lightening.’’ Lightening normally takes place 
during the last month of pregnancy and is the 
final preparation of the uterus for labor caused 
by an active relaxation of the lower uterine seg- 
ment and the passive descent of the presenting 
part into the pelvic cavity. But, this ‘‘phenome- 
non of lightening’’ may be delayed to the onset 
of labor, to any period of the first stage of 
labor, and, occasionally, to the second stage of 
labor which accounts in many instances for the 
high or floating head in cases of normal 
cephalo-pelvic relation. 


The bony pelvis plays a passive role during 
the first stage of labor in a normal cephalo- 
pelvic relation. It is essential to recognize the 
natural course of labor in that in the majority 
of occiput posterior positions the movement of 
internal anterior rotation takes place during the 
first stage of labor when the presenting part is 
in utero to an occiput anterior position, so that 
the pelvic cavity does not take any part in this 
movement. 

An etiologic basis of the cephalo-pelvic rela- 
tion is of prime importance in the management 
of the patient during pregnancy and labor. 
The conditions present will determine the in- 
dication and our diagnostic ability and experi- 
ence will determine the safety of the selected 
procedure for mother and child. The interpre- 
tation of the etiologic factor will in the main 
decide whether the delivery will be abdominal 
or vaginal. The author will classify the etiology 
of the vertex presentation when complicated 
by dystocia into functional and mechanical. 

The Functional Dystocia forms the most im- 
portant group because clinical experience teaches 
that when a vertex presentation is complicated 
by a prolonged first stage labor with no evi- 
dence of cephalo-pelvic disproportion, it is es- 
sential to inquire into the cause of the dystocia. 
When complicated with dystocia, we observe a 
dystocia syndrome of three cardinal conditions, 
namely, prolonged cervical dilatation, delayed 
descent, and arrested or prolonged internal an- 
terior rotation of the fetal head. I intend to 
demonstrate that this syndrome is primarily 
due to a disturbance of the physiology of the 
uterus. Another important complicating condi- 
tion in the vertex presentation is deflexion of 
the fetal head, diagnosed during the last month 
of pregnancy or early in labor, by palpation or 
roentgenogram, which corrects itself spontan- 

eously during pregnancy or labor, and is fol- 


lowed by normal occipital delivery. These tem- 
porary deflexion attitudes are in the main due 
to a temporary uterine dysfunction, but must 
be carefully watched because they may further 
deflex into a brow or chin presentation when 
art must intervene early in the second stage of 
labor. Functional dystocia, also, complicates 
occiput anterior positions. Therefore, func- 
tional dystocia is a first stage dystocia, and 
bears no relation to the bony pelvis. 

The “Mechanical Dystocia forms a definite 
group in which the cephalo-pelvic relation is 
disturbed on mechanical grounds, so that if the 
uterine physiology is normal the mechanical 
factor will interfere with the normal mechan- 
ism of labor. When a labor is complicated by 
contracted or deformed pelvis, pelvic neoplasm, 
prolapsed extremities, malpositions, malpre- 
sentations, fetal malformations or neoplasms, 
or an oversized fetal head the management is 
one of cephalo-pelvic disproportion. Another 
small group manifests a mechanical obstacle to 
the egress of the ovoid from the uterus which is 
due to pathologic changes of the cervix uteri, 
i.e., stenosis of the cervix. This condition, if not 
diagnosed or suspected either during pregnancy 


or early during the second stage of labor, may | 


lead to rupture of the uterus, severe laceration 
of the cervix with hemorrhage, or annular am- 
putation of the cervix. (2) This dystocia may 
be complicated by uterine dysfunction. 

The first requisite in the management of a 
pregnant woman concerning her labor consists 
of the diagnosis which is divided into two 
stages, prenatal diagnosis and the diagnosis in 
labor. 

The Prenatal Diagnosis is that supervision 
between the thirty-sixth and fortieth week of 
pregnancy. Pelvimetry is only important inso- 
far as it gives us relative information as to the 
size of the bony pelvis. It does not tell us that 
the fetal head is oversized, deflexed, or asyn- 
clitic, therefore, we must not be lulled into a 
sense of security of normal cephalo-pelvic re- 
lation because the pelvic measurements are nor- 
mal. 

At the thirty-sixth week we can determine 
by rectal examination the station of the fetal 
head. If the fetal head is in the pelvic cavity, 
one can feel assured that the “‘phenomenon of 
lightening’ has occured, and in the majority 
of cases the pelvic relation is and will be ade- 
quate when the labor sets in. Occasionally the 
fetal head will rise out of the pelvic cavity by 
either becoming oversized or as a result of a 
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complicating hydramnios. If the station of the 
fetal head is high or floating, one must deter- 
mine whether it is due to a functional or to a 
mechanical factor. The differential diagnosis 
between the two is made by the impression 
method of Muller-Pinard, Monroe Kerr, or 
Hillis. If the head is impressed into the pelvic 
excavation, one diagnoses the cause as being 
due to a delay in the ‘‘phenomenon of lighten- 
ing.” If the fetal head is not impressable one 
diagnoses the condition as a disproportion of 
either an absolute or a relative or border-line 
cephalo-pelvic disproportion. By weekly exam- 
jinations we make the diagnosis, so that when 
the patient goes into labor, the conditions pres- 
ent will determine the indication for the given 
patient. Irrespective of the conditions present 
from the thirty-sixth to the fortieth week of 
pregnancy, one cannot prognosticate whether 
the uterine physiology will proceed in a nor- 
mal or abnormal way in the oncoming labor. 

DIAGNOSIS EARLY IN LABOR: The patient 
should be examined as soon as possible after 
the onset of labor in order to determine whether 
uterine dysfunction has complicated the pre- 
sentation. When the head is low in the pelvic 
cavity a partial deflexion attitude is of no im- 
portance because it is due to uterine activity or 
the fetal postural mechanism which in itself 
will not be a cause of dystocia. When the fetal 
head is high, we must be on our guard because 
it may deflex into a brow or chin posterior pre- 
sentation and asynclitism which condition may 
be of serious import for the safety of the mother 
and the child, if not diagnosed in time. 


A floating or high head does not signify a 
disproportion because in many cases it is due to 
a delay in the ‘‘phenomenon of lightening.” If 
there is any doubt in regard to the etiologic 
factor of the station of the head then the im- 
pression mehod should be employed under an 
anaesthetic. A delay in the relaxation of the 
lower uterine segment is practically a temporary 
condition, so by intelligent expectancy this fac- 
tor will right itself under conservative man- 
agement. 

The diagnosis of the physiology of the 
uterus or the clinical course of the labor is gov- 
erned by the progress of cervical dilatation. The 
physiologic changes of the uterus are deter- 
mined by the cervical changes which serve as 
the ‘barometer’ of the physiologic motor ac- 
tivity of the uterus. When cervical dilatation 
progresses in a normal manner, one can prog- 
Nosticate the approximate duration of the labor, 
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since the “‘barometer’’ informs us that we are 
having true uterine contractions. These con- 
tractions result in thickening of the upper uter- 
ine segment while the lower uterine segment 
is thinning and the retraction ring is rising. 
This knowledge is corroborated by a study of 
frozen sections in the various periods of the 
first and second stages of labor, and by the liv- 
ing physiologic changes observed during the 
performance of Caesarean sections. 

To recapitulate the diagnosis of a given case 
requires that the following conditions be noted: 
(1) cephalo-pelvic relation, (2) station of the 
fetal head, (3) synclitism or asynclitism, (4) 
the nature of the uterine contractions, true or 
false. These conditions being known the clini- 
cal course will determine the given indication 
for the safety of the mother and child. 

The management of the vertex presentation 
dystocia will be discussed under the etiologic 
division of the mechanical and functional. 

THE MECHANICAL DYSTOCIA: This is a con- 
dition in which there is a cephalo-pelvic dis- 
proportion which may be divided into an ab- 
solute and a relative or border-line dispropor- 
tion. I am avoiding discussing the value cf pel- 
vimetry because of many factors that come into 
play to make the measurements useless. I am 
convinced that the impression method is the 
safest method of diagnosing and evaluating dis- 
proportion. The absolute cephalo-pelvic dis- 
proportion should be diagnosed during the pre- 
natal supervision. It constitutes a definite indi- 
cation for an elective Caesarean section to be 
performed at term before or very soon after the 
onset of labor. 

THE RELATIVE OR BORDER-LINE CEPHALO- 
PELVIC DISPROPORTION: This is the criterion 
of our obstetric knowledge and diagnostic skill. 
The diagnosis should be made before the pa- 
tient goes into labor in order to suspect a poten- 
tial disproportion and so to be prepared for 
whatever indication will present itself. The 
problem is, will the fetal head mould suffi- 
ciently to pass through the pelvic cavity? The 
condition is a relative disproportion and the in- 
dication resolves itself into the question of ab- 
dominal or vaginal delivery. It is this type of 
case in which the diagnosis must be made with 
great care because upon the indication decided 
upon will depend the welfare of the mother and 
the child. I rely on the impression method for 
the indication for delivery, if necessary under 
an anaesthesia. During the prenatal super- 
vision when a diagnosis is made of a border- 
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line disproportion, the indication may be in- 
duction of labor before term, Caesarean section, 
or a test of labor. 

The induction of labor will be decided upon 
between the thirty-sixth and fortieth week of 
pregnancy. This method has proven itself of 
distinct value to me, but we must consider the 
premature child, infection, and occasionally the 
difficulty in inducing labor. 

Caesarean section is a definite indication 
when the diagnosis is made and we feel that the 
section is the safest indication for that particu- 
lar case. In this type of disproportion the sec- 
tion should be done under the same condition 
as in an absolute cephalo-pelvic disproportion. 

If the vaginal route is elected then in the 
majority of cases the abdominal route is closed, 
and the parturient is given a test of labor of the 
anatomico-physiologic school, which may be 
terminated by spontaneous delivery, forceps, 
pubiotomy, Caesarean section, or craniotomy; 
and occasionally by either a Porro or Portes 
Caesarean section. When the vaginal route is 
elected then we give the patient the test of labor, 
and the test of labor that I suggest is the ana- 
tomico-physiologic school which is complete 
cervical dilatation, rupture of the membranes, 
and at least two hours of second stage true uter- 
ine contractions. This type of test of labor is 
governed by a knowledge of the anatomy of 
the maternal pelvis and fetus, the physiology of 
the uterus and fetus, and clinical experience. In 
order to carry out this test of labor, it is essen- 
tial to be on guard for any complication that 
may arise in the course of labor. 

A brief consideration of the anatomico- 
physiologic test of labor will not be amiss in 
order to demonstrate the ability of nature. In 
a border-line cephalo-pelvic disproportion na- 
ture attempts to overcome the disproportion by 
the head entering the superior strait in the 
transverse diameter in contracted pelvis, and in 
the oblique diameter in cases of generally con- 
tracted pelvis. Now, moulding is a second stage 
process, because it depends upon the movement 
of descent. The fetus during the first stage of 
labor is stationary, that is after the final phase 
of the relaxation of the lower uterine segment 
or the “phenomenon of lightening,’’ on ac- 
count of the resistance that the presenting part 
meets from the lower pole of the uterus. The 
second stage begins when the presenting part 
meets with no resistance from the lower pole 
of the uterus, and the continued true uterine 
contractions bring about a decrease in the uter- 


ine cavity which forces the fetus downward and 
constitutes the mechanism of the movement of 
descent. With the movement of descent the fetal 
head meets the resistance of the pelvic cavity, so 
that moulding may be considered as a move- 
ment in cases of disproportion in order to ac- 
commodate the fetal head to the pelvic cavity, 
It is readily understood that in order to diag. 
nose a border-line case that we must allow the 
proper mechanical phase of nature to ass‘st us 
in the indication we have decided upon through 
the aid of the physiologic function of the 
uterus. 

If we elect the vaginal route for delivery, we 
must during the course of the test of labor diag- 
nose certain complicating conditions that may 
present themselves and be ready to act prompt- 
ly. The test of labor implies a true second stage 
labor, but in a relative cephalo-pelvic dispro- 
portion it is imperative to recognize the fact 
that the first and, even, the second stage of 
labor, may be complicated by uterine dysfunc- 
tion or the so-called inertia uteri which is ac- 
countable for the prolonged labor. Therefore, 
it is most important to realize that, if the labor 
is complicated by uterine dysfunction it is the 
dysfunction that is the cause of the prolonged 
labor and not the element of disproportion, 
which condition frequently complicates occiput 
anterior positions. If a relative cephalo-pelvic 
disproportion is complicated by uterine dys- 
function this complication is managed as I will 
discuss under the functional dystocia. 

Now, during the course of a test of labor the 
uterine force may complicate the presentation 
by asynclitism, or a normal flexed head may be 
misdirected onto some part of the pelvic inlet 
which may cause pressure necrosis on some part 
of the lower uterine segment followed by rup- 
ture of the uterus. This complication may take 
place during the first and second stage of labor 
for which we must be on our guard for the in- 
dication. 

THE FUNCTIONAL DYSTOCIA: This is, in my 
opinion, the most important problem before 
the medical profession today. The White House 
Conference on Child Welfare and the commit- 
tees appointed by various medical societies 
throughout our country are studying the prob- 
lem of the high maternal mortality. From the 
cry of Semmelweiss of sepsis as the cause of ob- 
stetric mortality, we find that puerperal sepsis 
is still the greatest factor of maternal obstetrical 
deaths. It is well known that operative inter- 
ference has greatly increased, and it is, also, an 
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accepted criterion that operative interference 
increases the morbidity, so that we can easily 
speculate that since the morbidity has increased, 
we must have an increased maternal mortality 
due to sepsis at this stage of the progress in 
obstetrics. 

The first essential consideration is our under- 
standing of functional dystocia. This condition 
is due to a disturbance of the normal physio- 
logic aspect of the mechanism of labor when 
the cephalo-pelvic relation is normal. Func- 
tional dystocia is characterized by a dystocia 
syndrome which in the main consists of: (1) 
Prolonged cervical dilatation. (2) Delayed 
descent. (3) Arrested or prolonged internal 
anterior rotation of the fetal head. These cri- 
teria are due to a-disturbance of the uterine 
physiology and I will discuss them briefly. 

PROLONGED CERVICAL DILATATION: The 
first essential fact that I wish to-emphasize is 
that cervical dilatation per se is not a local 
manifestation, but is a part of the physiologic 
changes of the uterus as a whole. Rudolph and 
Ivy! have designated the cervix as the “‘barome- 
ter’ of the physiologic motor activity of the 
uterus. The progressive changes of the uterus 
are due to true uterine contractions which bring 
about certain definite anatomico-physiologic 
changes such as, retraction or permanent thick- 
ening of the upper uterine segment, thinning 
or stretching of the lower uterine segment, ris- 
ing of the retraction ring, relaxation of the cir- 
cular muscle fibers of the lower pole of the 
uterus leading to cervical dilatation and the 
movements leading to the expulsion of the 
fetus. 

The problem in arrested or prolonged cervi- 
cal dilatation is the disturbance of the physi- 
ology of the uterus. I have described the physi- 
ology of uterine contractions. Clinical expe- 
rience demonstrates that when the cervical dila- 
tation is arrested or prolonged that the par- 
turient manifests uterine contractions, but no 
progress in cervical dilatation. Since uterine 
contractions are present, but no progress takes 
place in cervical dilatation, we must accept the 
premise that in the physiology of a uterine con- 
traction the retraction and thinning phase of 
the upper and lower uterine segments are ab- 
sent which is designated as false uterine con- 
tractions. By the use of the term false or true 
uterine contractions, we derive greater informa- 
tion as to the underlying uterine changes mani- 
fested by the ‘‘barometer,’’ the cervix. The term 
“labor pain’’ is no index of the underlying 
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changes of the uterus, because a labor pain is a 
subjective manifestation of a contraction of the 
uterus, and the subjective response of a patient 
to a labor pain depends upon the emotional 
state and the degree of sensitivity of the pain 
nerve endings in the uterus which may vary in 
different patients and in the same patient from 
time to time. The designation of a uterine con- 
traction as “‘weak’’ or “‘strong’’ is neither of 
clinical nor physiologic value. It is well known 
that cervical dilatation can occur with very 
slight uterine contractions, while strong uter- 
ine contractions may show no progressive cervi- 
cal dilatation with the result that the labor is 
prolonged. Therefore, labor in a vertex pre- 
sentation dystocia is prolonged on account of 
the disturbance of the physiology of the uterine 
contractions and up to this time we have no 
drugs or procedure to hasten cervical dilatation, 
except by intelligent expectancy in preventing 
maternal exhaustion. 

The vertex presentation consists of the occi- 
put anterior, occiput posterior, occiput trans- 
verse, brow, and occipito-sacral positions. 
These positions during the prenatal supervision 
may be normal vertex mechanism in the on- 
coming labor, but we cannot prognosticate 
whether these positions when high or low in 
the pelvic cavity will or will not be complicated 
by uterine dysfunction. We do know from 
clinical experience that normal ociput anterior 
positions diagnosed by palpation and roent- 
genogram, high or low, are frequently compli- 
cated by dystocia. The so-called persistent occi- 
put posterior position has been dignified as a 
distinct entity to which I do not subscribe. We 
know that the majority of our occiput posterior 
positions descend into the pelvic cavity and ro- 
tate into an occiput anterior position for nor- 
mal delivery. Again, we know from clinical 
experience that occiput anterior positions may 
be complicated by dystocia. The occiput trans- 
verse position may be a primary position or the 
result of rotation from an occuput posterior 
position complicated by an arrest in the trans- 
verse diameter and dystocia. These vertex pre- 
sentations with dystocia are complicated by the 
dystocia syndrome. 

This dystocia syndrome is the bugbear of 
our obstetric experience and it is of fundamen- 
tal consideration because if we could control or 
regulate them we could with art assist the par- 
turient to safety. The first evidence of this dys- 
tocia is the arrested or prolonged cervical dila- 
tation which is due to uterine dysfunction. We 
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know that even with the use of dilating bags, 
we have many failures. In many cases a large 
dilating bag is expelled and the cervix contracts 
down to its original dilatation or with the bag 
in situ no uterine activity results. The use of the 
dilating bags is to bring about labor by a reflex 
mechanism that initiates true labor, but if the 
dilating bag brings about only mechanical dila- 
tation of the cervix without physiologic 
changes of the uterus then the dilating bags 
have been useless and we have increased the 
risk of sepsis on account of intrauterine manip- 
ulations. The second condition is failure of the 
movement of descent which is frequently pres- 
ent in functional dystocia. During the first 
stage of labor a high head is due to a delayed 
“phenomenon of lightening”’ and if the second 
stage is complicated by uterine dysfunction, 
failure of descent is due to false uterine con- 
tractions and the delayed “‘phenomenon of 
lightening.’’ The third condition is an arrested 
or delayed internal anterior rotation of the fetal 
head. This movement is a controversial one, 
but Rudolph and Ivy! on the basis of compara- 
tive obstetrics have expressed the opinion that 
the uterus is the active basis of the rotation. I 
am convinced of this mechanism from clinical 
observation because I have frequently observed 
the fetal head rotate from a posterior position 
to an anterior position while the fetal head was 
in utero and did not come in relation to the 
pelvic floor, inclined planes, or ischial spines, 
so that I am convinced that the pelvic cavity 
is not an aid to the natural phenomena of labor 
that holds good in the mechanism of rotation 
in the lower animals. Since the uterus is the 
cause, I believe that any disturbance of the uter- 
ine physiology is the responsible factor for the 
arrested or delayed internal anterior rotation of 
the fetal head and not the mechanical theorem 
of the mechanical phase of the pelvic cavity. 

I have avoided emphasizing the deflexion 
attitudes as a cause that may be found with 
dystocia of the vertex presentation because I am 
convinced that the degree of deflexion of the 
fetal head, except a brow presentation, does not 
play any role in the dystocia, but is the result 
of the dystocia. If a vertex presentation is com- 
plicated by a partial deflexion attitude it is 
due either to the fetal postural mechanism or to 
uterine dysfunction as the underlying factor. 
Now, in a dystocia the partial deflexion plays 
no role in the prolongation of the first stage of 
labor because it is of secondary consideration in 
the dystocia syndrome and in the majority of 


cases the partial deflexion attitude will correct 
itself when the uterine physiology has returned 
to normal function. This condition of partial 
deflexion is best demonstrated in the clinical 
course of the so-called persistent occiput pos- 
terior position of the functional dystocia when 
complicated with a deflexion attitude. Now, in 
the persistent occiput posterior the dystocia is 
primarily due to uterine dysfunction and a re- 
view of the literature appears to be that a 
persistent occiput posterior must be associated 
with a deflexion attitude. This does not agree 
with my experience, because I have found just 
as many cases of flexion as deflexion attitudes 
in the persistent occiput posterior and they will 
correct themselves when the uterine physiology 
begins to function normally. If the deflexion 
attitude per se was an important complicating 
condition in persistent occiput posterior then 
cases of impaction should take place in the nar- 
row pelvic plane of Hodge with rupture of 
uterus if mismanaged. I have never met witha 
case of ruptured uterus in this type and I have 
reviewed the literature and have failed to find 


a report of a spontaneous rupture of the uterus. 


in the functional dystocia type. Please note that 
I differentiate between a brow position and 
presentation. A brow position is a temporary 
deflexion attitude diagnosed during the pre- 
natal supervision which corrects itself during 
pregnancy or spontaneously during labor, but 
when diagnosed must be carefully watched for 
fear that the position may become a presenta- 
tion. A brow presentation is a permanent de- 
flexion attitude and if not properly managed 
very early in the second stage of labor will re- 
sult in impaction which may prove to be of 
serious consequence to mother and child. If a 
brow presents itself, we should manage it at the 
onset of the second stage of labor by a manual 
correction and then leave it to nature, or to 
perform a version and extraction if the brow 
will not remain in flexion. , 

I have discussed the clinico-physiologic 
aspect of the mechanism of the vertex presenta- 
tion, because I am firmly convinced that the 
diagnosis and management of a complicating 
dystocia depends upon our understanding of 
the basic principles. Dystocia means prolonged 
first stage labor, but hasty operative interfer- 
ence gives rise to complications and to mor- 
bidity and mortality of the mother and the 
child. The Caesarean section has not increased 
the proficiency of our art when the maternal 
mortality ranges from two to twenty-five per 
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cent and higher; and the fetal mortality from 
four to thirty per cent. It appears that the rea- 
son for this operative furor is two-fold; too 
much surgical aptitude of the profession in a 
physiologic process which by natural laws 
should be delivered per vaginum by art as the 
highest compliment to the knowledge and skill 
of the accoucheur; and the fact that we have 
tried to standardize a physiologic process by so 
many hours of labor because the majority of 
labor cases terminate under twenty-four hours. 
The parturient should be rather managed ac- 
cording to the clinical course of the labor, and 
interference instituted only after careful consid- 
eration of the diagnosis. 

THE CLINICAL MANAGEMENT OF THE DYS- 
TOCIA OF THE VERTEX PRESENTATION: The 
main condition of the functional dystocia is 
prolonged labor primarily caused by false uter- 
ine contractions. The dystocia syndrome is the 
clinical manifestation of disturbed uterine 
physiology. Calkins* has pointed out that such 
clinical factors as age, height and weight, 
length of the conjugata vera, size of the child, 
and the duration of the pregnancy have little 
or nothing to do with the length of labor, par- 
ticularly of the length of the first stage which 
opinion I fully endorse. If we accept Calkins’ 
observations, we must accept the premise that 
the first stage of labor is prolonged on account 
of uterine dysfunction. We know very little as 
to how to shorten the first stage of labor, there- 
fore, the management of a prolonged first stage 
labor is purely empirical. Clinical experience 
teaches us that we should treat the parturient 
with intelligent expectancy during the first and 
the second stage of labor. 

THE FIRST STAGE OF LABOR: The first con- 
sideration in the management of the parturient 
after the diagnosis has been made, is the pre- 
vention of maternal exhaustion. A prolonged 
first stage labor is due to uterine dysfunction 
for which we do not know the cause or causes, 
nor do we know any specific therapy by means 
of which we can convert the dysfunction into 
normal function. Therefore, all treatment di- 
rected toward correction of the uterine dys- 
function is empirical in that we support the 
parturient until the dysfunction corrects itself. 

Since maternal exhaustion is the cardinal 
consideration in prolonged labor the author 


will discuss this subject. Exhaustion per se does - 


not begin after the onset of labor. Clinical ex- 
perience, however, has demonstrated that be- 
fore the onset of labor measured either in hours 
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or days, the parturient may have what the older 
clinicians called the prodromata of labor in 
which anorexia is particularly present. The par- 
turient is mentally disturbed, does not partake 
of her usual quantity of food and water and 
does not sleep. Therefore, I consider every par- 
turient as being potentially exhausted. If such 
a patient goes into labor and has a normal or an 
operative delivery in the usual time, she will 
not manifest any clinical evidence of exhaus- 
tion| But, if after the onset of labor the first 
stage is complicated by dystocia, the parturient 
will soon refuse food and water, and will lose 
sleep on account of the uterine contractions 
and exhaustion will set in. 

Exhaustion is brought about by psychical 
and physical factors. If the patient is properly 
prepared psychically for the ordeal of labor 
during the prenatal period; and if during labor 
she is properly encouraged by moral support, 
the psychic factor of exhaustion wil! not be 
present. The physical factor consists of innani- 
tion, dehydration, and loss of sleep or rest. 
Therefore, our object in the prevention of ex- 
haustion is to see that the parturient receives 
sufficient food, water, and rest for each 
twenty-four hours of her labor. The author is 
firmly convinced that exhaustion is most often 
due to improper management of the parturient, 
and that it may be a predisposing factor in sep- 
sis of a prolonged labor. © 

The author’s treatment of exhaustion is as 
follows: At the end of eighteen hours the con- 
dition of the cervix ‘‘barometer’’ and the atypi- 
cal uterine contractions make it possible to diag- 
nose the possibility of a beginning prolonged 
first stage labor. The patient is placed on a 
medical exhaustion regime. The urine is tested 
for acetonuria to gauge the state of exhaustion 
and repeated every twelve hours throughout the 
labor. The daily diet consists of either a liquid 
or soft diet amounting to 3000 calories of food 
and 2500 cc. of water and is given to the pa- 
tient in frequent feedings every three or four 
hours. Each feeding is supervised by a nurse 
who encourages the patient and sees that the 
parturient eats all that is given her. She is 
given rest by sedation, and the periods of rest 
in each twenty-four hours are gauged by her 
condition. If the parturient is managed by this 
prophylactic exhaustion therapy she is brought 
in the majority of cases to the second stage of 
labor in good physical condition at which time 
art can intervene, if necessary, with the least 
amount of injury to mother and child. 
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The first stage of labor should be managed of deflexion attitudes in the vertex presenta- 


by intelligent expectancy until a definite indica- 
tion arises for operative interference. If the 
labor appears to be unduly prolonged on ac- 
count of a preconceived standard of time the use 
of the dilating bag to hasten cervical dilatation 
may be disappointing in that dilatation of the 
cervix does not occur, or the bag is removed 
and repeatedly introduced until the second stage 
is reached. The bag may cause prolapse of the 
cord on account of the displacement of the head. 
The bagging predisposes to a greater incidence 
of sepsis. The more experience we have with 
the dilating bags the more do we fear its use on 
account of the uncertainty of its action. At the 
Cook County Hospital a multiparous parturi- 
ent was repeatedly bagged until we had to re- 
sort to Caesarean section. I prefer sedation, i.e. 
morphine, morphine and magnesium sulphate, 
morphine and scopalamine, and the barbitu- 
rates before the use of the bag in cervical dys- 
tocia. The frequency of Caesarean section in re- 
cent years has greatly increased, so that we may 
speculate that possibly some have been per- 
formed for functional dystocia. Grandin‘ and 
Reynolds® wrote that the indication in the main 
for Caesarean section should be primary opera- 
tion. The more experience we have with Cae- 
sarean sections the more do we realize that it is 
a primary operation, because the length of the 
labor, particularly when the membranes have 
ruptured early, increases the morbidity and 
mortality of the mother. If we review our own 
experience and a study of the literature on the 
morbidity and mortality, it is a question 
whether we are improving our results by Cae- 
sarean section in the cases of functional dys- 
tocia. But, in selected cases conditions may arise 
in which Caesarean section must be performed. 


Conditions may arise for delivery with cervi- 
cal dilatation of eight cm. when the cervical 
dilatation is completed by Diihrssen’s incisions 
followed by forceps. A great deal of difficulty 
may be encountered with Diihrssen’s incisions, 
because these incisions bring about a mechanical 
cervical dilatation when the lower pole of the 
uterus is not physiologically prepared for the 
mechanism of expulsion, and we may en- 
counter difficult forceps delivery or failed 
forceps on account of the resistance from the 
lower pole of the uterus or constriction rings, 
shock, and extension of the incisions into the 
lower uterine segment with severe hemorrhage 
and sometimes fatal results. 

I will discuss briefly the manual correction 


tions, leaving out the brow and chin presenta- 
tion because these deflexion attitudes are of a 
different physiological etiology. The deflexion 
attitudes in the positions of the vertex presenta- 
tion do not necessitate manual correction be- 
cause the deflexion attitude will right itself jf 
treated with intelligent expectancy. 

SECOND STAGE INTERFERENCE: When the 
parturient is in the second stage of labor for 
two hours we can aid her by our art because the 
uterovaginal canal is formed and is prepared for 
the stage of physiological expulsion. Uterine 
dysfunction may complicate the second stage of 
labor, so that this condition must be diagnosed 
before hasty operative interference is instituted. 

If the bag of water is intact, we should rup- 
ture it artifically. when the second stage is 
reached for it is of no more value as an aid in 
cervical dilatation and frequently increases the 
expulsive powers of the second stage of labor. 

Forceps can be applied, with good results to 
mother and child. If the persistent occiput pos- 
terior position has made no progress, we are 
justified in operative interference. If the fetal 
head is low or in the mid-plane either a manual 
correction of the head to an anterior position 
and forceps or a Scanzone forceps operation 
aided by an internal or external rotation of the 
fetal body to an anterior position. 

Version and extraction is frequently indi- 
cated when the fetal head is floating or high in 
a normal cephalo-pelvic relation which is due 
to a delay in the ‘phenomenon of lightening.” 

The management of functional dystocia by 
the above brief exposition will, in my opinion, 
be safer for the mother and the child in the 
hands of the general profession. 

CONCLUSIONS 

1. Dystocia of the vertex presentation is 
due to a disturbance of the physiology of labor. 

2. The management is dependent upon the 
diagnosis of functional or mechanical dystocia. 

3. The functional dystocia is characterized 
by a prolonged first stage labor. 

4. Prevention of maternal exhaustion is of 
prime importance in the management of a pro- 
longed first stage labor. 

5. Conservative treatment for the first, and 
two hours in the second stage of labor, before 
operative interference is instituted, will give the 
best results for the general profession. 

6. The Caesarean section operation during 
a prolonged first stage labor carries a high fetal 


and maternal morbidity and mortality. 
(Bibliography Con‘inued on Page 210) 
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ETHICS 

To the Members of the Kansas Medical Society: 

The dictionary defines ethics as: ‘“The basic 
principle of all right action; the science of 
human duty.’’ So far as we can discover, the 
American Medical Association, organized in 
1847, was the first large body to adopt a 
formal, written code of ethics, traditional 
usage having formerly prevailed. The code of 
the American Medical Association was that of 
Percival with a few alterations. 


Thomas Percival was an Englishman, and 
the nephew of a physician who dying, left his 
library and a bequest of money to Thomas. 
Thus stimulated to the study of medicine, he 
first took an academic course and then entered 
the University of Leyden, from which he re- 
ceived his degree at the age of twenty-five. 


An essay on medicine won him recognition 
and reward in his appointment as physician 
to the Manchester Infirmary. His code of medi- 
cal ethics formulated in 1817 was largely to 
assure smooth professional service at the In- 
firmary, and also as a guide to his son who was 
just beginning the study of medicine. It was 
written in the peculiar style and spelling of that 
day, but it contains so much of good for the 
profession everywhere that it has been the 
model for all codes that have appeared since 
it was published, three years after Percival’s 
death. 

The American Medical Association refused 
to abandon the phraseology of Percival’s Code 
until 1912, and it is these rules that the body 
of medical men regard as strict profesional pro- 
priety in their relation to the public and to 
each other. 

The Oath of Hippocrates was the system of 
ethics for the profession prior to the year 1617. 
This famous oath, with which you are all 
familiar, represents sort of an agreement be- 
tween physician and student, and it is supposed 
that ethical responsibility was imposed upon 
the student at the very beginning of his ap- 
prenticeship to an established doctor. 

Hippocrates said a physician should be ‘‘an 
upright man instructed in the art of healing. 
He should also be modest, sober, patient, 
prompt to do his whole duty without anxiety, 
<onducting himself with propriety in his pro- 


MAY, 1935 201 


fession and in all the acts of his life.’’—just 
simply stated, it means that a doctor should be 
a gentleman. 

The medical profession is not the only one 
now to have a code of ethics. The lawyers have 
one, as do dentists and pharmacists; while out- 
side of professional lines, we find that printers, 
architects, confectioners and other trades have 
adopted written codes. Any number of classifi- 
cation clubs, such as Rotarians, Kiwanians, 
Lions and Optimists have their code of ethics. 

However, there is a difference between the 
ethics of business and the ethics of the profes- 
sion. There is no specific code of ethics that 
business has attained resting on considerations 
broader than self-interest. It is otherwise with 
the professions. The peculiar significance of 
the medical code is that it prescribes the duties 
of a group to those outside the group. The 
practice of medicine is a profession whose prime 
object is the service it can render humanity, and 
the principles are primarily for the good of the 
public. 

In its opportunities for doing good, reliev- 
ing suffering and aiding in the uplift of the 
race, the medical profession ranks first, unless 
we except the ministry. Doing our duty as a 
profession calls for that which is noblest and 
best in all of us. ‘‘Service above self’’ has ever 
been the motto of the profession, ages and ages 
before there was even in existence such an or- 
ganization as the Rotary Club which claims 
this slogan. 

An individual who chooses the practice of 
medicine as his profession, takes upon himself 
an obligation to carry on according to the 
ethics of his chosen profession. Medical ethics 
as formulated by the American Medical Asso- 
ciation is the pattern by which we govern our 
conduct toward our patients, our colleagues and 
the public. 

Patience, delicacy, honesty and secrecy are 
four necessary requisites of a physician in deal- 
ing with his patients. Whatever a doctor may 
learn in confidence from his patients he should 
hold as a trust and as something not to be re- 
vealed unless required to do so by the statutes 
of the state. 

The welfare of the patients should be our 
first consideration and we should give them 
the best we have. We should treat them as we 
ourselves would wish to be treated were our 
positions reversed. They should be given a care- 
ful and complete physical examination, and re- 
ports in each case recorded and filed. In justice 
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to ourselves and to our patients we should keep 
a full and accurate record of every case, no mat- 
ter how unimportant it may seem at the time 
of examination. 


And just as important as our conduct to our 
patients is our conduct toward our colleagues. 
Adverse criticism is unkind at any time, and 
when directed toward a colleague it is not only 
unkind, but also wholly opposed to the highest 
ideals of the profession. 


In a case, for instance, where one physician 
follows another in the treatment of a patient, 
unfavorable comment should never be made by 
the successor. Naturally, when a physician is 
dismissed it is because of dissatisfaction, and be 
the cause real or imaginary, one is sure to hear 
prejudiced statements and remarks concerning 
the doctor dismissed. 


Do not criticize the diagnosis or the treat- 
ment of your colleagues. There may be an oc- 
casional case of mistaken diagnosis, and you or 
I may make one, because no man, physician or 
layman, is wholly infallible, so it behooves us 
to be as charitable toward this brother as we 
would wish him to be toward us if the case 
were reversed. The public is very quick to catch 
the least sneer or insinuation directed by one 
doctor toward the ability or integrity of an- 
other. 


The secret division of fees is contrary to the 
“Principles of Medical Ethics’’ which declares: 
“It is detrimental to the public good and de- 
grading to the profession, and therefore un- 
professional to give or receive a commission or 
divide a fee for medical advice or surgical treat- 
ment unless the patient or his next friend is 
fully informed of the transaction.” 


This should be a law unto the profession, 
but unfortunately it is disregarded by some 
doctors, thereby putting the entire profession 
into disrepute. It is absolutely right that 4 
proper fee should be paid to the attending phy- 
sician for service rendered in determining the 
medical or surgical treatment, and the patient 
should realize this. But when a physician takes 
a patient to a surgeon or internist, holds a con- 
sultation, spends his time and gives valuable 
information, he should present his bill to the 
patient and not to the surgeon or internist. 
These bills should be presented separately and 
by this procedure the patient will be impressed 
with the services of each, and he will realize 
and appreciate the fact that he has had a square 


deal, and will have greater confidence in the 
medical profession and more faith in his family 
physician. 

So many of the older practitioners seem to 
forget the precepts of their school days, and in 
their attitude and treatment of each other they 
resort to extremely unethical conduct which 
not only presents a rather unpleasing picture to 
the layman, but is a pernicious example to the 
young graduate locating in their midst. 


The young doctor is frequently looked upon 
with distrust mixed, perhaps, with some envy 
and jealousy, and he is treated as an interloper. 
He is not invited to join the medical society, 
and occasionally is rejected if he applies for 
membership. He just is not thought to know 
very much about medicine for all of the edu- 
cation he has had. 

But he should, by all that is just and right, 
be cordially received into the professional cir- 
cle and perhaps he may teach us something of 
the theory of modern medicine, possessing as 
he does, an education and training that many 
an older man did not acquire in his student 
days. And while he is teaching us the theory of 
medicine we may be able to teach him some: 
thing of its practical application as learned by 
us in the experiences of years of service. 

These young men should have our encour: 
agement and consideration in building their 
careers. They are but standing where we stood 
when we began the practice of medicine, and 
most of us remember with pleasure and grati- 
tude all friendly gestures made at that time by 
an older member of the profession. If we are 
to maintain the high standards of the profes- 
sion we must have these young graduates for 
they are the ones who will carry on when we 
have passed to our final reward. We have but 
blazed the trail, and they will attain greater 
heights than any of which we have ever 
dreamed. 

This subject of ethics is broad and deep, and 
much more could be said, did not space prevent 
further remarks. 

In conclusion, I repeat what the greatest 
teacher and physician of all times said: ‘‘ There- 
fore, all things whatsoever ye would that men 
should do to you, do you even so to them.” 
Simply the Golden Rule that can be applied 
to all walks of life, social, business and pro- 
fessional. If we follow this precept, we shall 
then stand right, do right and be right. 

J. F. Hassig, M.D., President. 
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EDITORIAL 


CANCER OF THE BREAST 
Willy Meyer and Halstead, working inde- 
pendently in 1888 established the present con- 
ception of the problem. of cancer of the breast 
and set forth the fundamental principles of its 
treatment. Since that time the disease has been 
preeminently a surgical problem. 

The Cancer is Curable symposiums of the 
American College of Surgeons on each year’s 
program has produced many interesting reports 
of individual work. The collective study now 
under way by the Cancer Committee of the 
College of Surgeons will, it is hoped, serve to 
establish standards of evaluation of methods 
in the treatment of various types of cancer 
where heretofore each surgeon has been guided 
by his individual impressions and interpreta- 
tions of his own more or less limited experience. 

Due to the publicity given to the subject of 
cancer of the breast in recent years many pa- 
tients are seeking advice concerning breast 
tumors and the number of benign tumors ob- 
served in relation to malignancy has greatly in- 


creased. 
The correct differentiation of benign and 
malignant tumors depends upon the judgment 
of the surgeon and the tissue examination. The 
frozen section made while the surgeon waits at 
the operation table may be sufficient to estab- 
lish a diagnosis when the clinical appearance 
isin agreement, but absolute dependence should 
not be placed on snap shot judgment of a 
hastily examined frozen section. 

As an example of the movement in the 
treatment of cancer of the breast the work of 
Trout may be taken as an expression of the 
trend in surgical thought during the past 
twenty-five years. In his study of 412 cases of 
carcinoma of the breast operated by the Hal- 
stead type of radical surgery, in the early part 
of this series, there were twenty-two per cent 
cures of five years and over in those not sub- 
jected to any kind of radiation. In a part of the 
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series where radium was placed under the skin 
of the axilla in the line of the internal mam- 
mary vessels at operation the percentage of 


- such cures was raised to thirty. In the latter part 


of his series where post-operative radiation was 
used by means of a machine capable of 250,000 
volts, in addition to the radium employed at 
the time of the operation, the resulting cures of 
five years and over was raised to fifty-five per 
cent. 

Trout states that in the last ninety-four cases 
opegated the preoperative employment of heavy 
radiation gives promise of still farther improve- 
ment in the percentage of cures. Some inopera- 
ble cases have been converted into operable ones 
by the use of radiation. Two such cases are 
mentioned which have remained free from car- 
cinoma for over five years. Trout believes that 
the clinical index of Lee and Stubenbord is of 
distinct prognostic aid. 

In a recent contribution Harrington, of the 
Mayo Clinic admits that surgical treatment may 
be influenced by the use of x-ray, the effect of 
which depends upon the degree of malignancy. 
He concludes that in his experience roentgen 
therapy has been of no significant aid as routine 
treatment and should be used only when the 
malignancy is of high degree. 

Greenough, in a recent review of the work 
done in cancer of the breast at Massachusetts 
General Hospital since 1894, agrees in his con- 
clusions with Harrington, in that the degree of 
malignancy of the primary tumor is of signifi- 
cance in prognosis, that the use of preliminary 
or post-operative radiation had practically no 
effect on the mortality and that early and radi- 
cal surgery is the most effective treatment. 

Contrasted with this note of pessimism is the 
opinion of A. C, Scott, Jr., whose experience 
leads him to believe that ninety-five per cent 
of patients with cancer of the breast are curable. 
The statement is based upon fifteen years ex- 
perience in the treatment of 3,167 patients with 
various types of cancer and an intensive follow 
up study of 236 breast cancer cases treated by 
the hot knife surgical removal. 

Scott, who has had a Jarge experience in the 
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use of the hot knife, considers the conditions 
necessary for a high percentage of cures are 
treatment while the tumor is limited within the 
breast and complete removal by the hot knife. 

The use of heat in the treatment of cancer 
has long been recognized. James F. Percy, with 
consummate skill employing massive heat in 
the treatment of advanced cancer, has demon- 
strated the value of sealing the lymphatics with 
heat as a factor in the technique of the cautery 
operation. 


The majority of surgeons now employing 
heat in operative technique use the radio-knife 
and claim for it an added ten to twenty per cent 
in cures over the cold method. 

‘If sealing of the lymphatics, rendering the 
cancer in the breast a closed vessel and at the 
same time inhibiting the growth of cancer cells 
can be accomplished, then the advocates for the 
intensive pre-operative radiation have a prop- 
osition worthy of a hearing. 

The curability of cancer depends upon the 
time after the onset that the patient seeks treat- 
ment, the degree of malignancy and the meth- 
ods employed in treatment. 


Certainly the percentage of cures of cancer 
of the breast has not reached a point where sur- 
geons can rest in satisfaction with operative 
technique; nor can they regard with a closed 
mind other agencies that offer improved tech- 
nique. 

Every surgeon should inform himself of the 
work of the Cancer Committee of the Ameri- 
can College of Surgeons in its effort toward a 
collective, cumulative study and evaluation of 


methods of treatment. 
R. B.S. 


ALYCE JANE 


Drama ——- emotion — hysteria — surgery— 
sensationalism—ethics—all summed up in the 
name Alyce Jane: just another case of dia- 
phragmatic hernia, but so publicized that every 
man, woman and child in the nation breathes 
free, now that the unwitting star of the drama 
is on the road to recovery. A surgeon on the 
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high seas; a radiogram; a little girl rushed half- 
way across the continent; a hospital all agog 
with anticipation; an operating room filled 
with spectators; a greying surgeon deftly at 
work; a mother filled with anxiety and hope: 
a small white bed with a childish patient, mak. 
ing the grade! Sure, it’s drama, and how the 
great American public does love its drama. But 
is such high-pressure publicity—columns and 
columns of it—good for the medical profes. 
sion? 


We take the viewpoint that it is not. In the 
first place it hurts the individual doctor pub- 
licized. These stories are seldom accurate since 
they rarely emanate from the attending physi- 
cian. The regular medical man is bound by an 
ancient and honorable code of ethics which pro- 
hibits his “furnishing or inspiring newspaper 
or magazine comments concerning cases in 
which the physician has been or is concerned. 
All other like self-laudation defy the traditions 
and lower the tone of any profession, and so 
are intolerable.’’ We do not accuse the surgeon 
in this case of conniving at all his fanfare in 
the public prints: one the contrary, his whole 
record and reputation is so clean that this un- 
wanted publicity must be particularly embar- 
rassing to him, and we doubt not he has made 
earnest efforts to soft-pedal the whole thing. 
Yet the fact remains that his photograph 
(many years old) has been published far and 
wide, and his name is now an American by- 
word. In the jaundiced eyes of some physicians, 
he could and should have, early, put an end to 
bulletins and other information, and in the 
eyes of these physicians he has been hurt. How 
unfair this is, for the whirlwind began when 
he was still on vacation, and it has been our 
observation that once the press begins to whoop 
it up, nothing can stop the whoopee till the 
sensation has burned itself out. 


In the second place, this variety of sensa- 
tionalism hurts the surgeons at large. In the 
future, cases of this disease may have a tendency 
to gravitate towards this clinic, now so well 
known, passing by other clinics in other cities 
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near to home or actually at home, where can 
be found other surgeons perfectly competent to 
operate successfully for this condition. No one 
dinic or clinician has a monopoly on knowl- 
edge, judgment or skill, or claims to have. To 
say nothing of added expense and inconve- 
nience, such a gravitation would discount the 
reputation and ability of other able surgeons; 
in effect, this publicity, even though unin- 
tended, would then amount to unfair com- 
petition. 

Third, this type of publicity hurts the medi- 
cal fraternity at large. The public rightly ex- 
pects a learned profession to conduct its affairs 
with modesty and dignity, and above all in the 
case of medicine, with privacy. This same pub- 
lic will give scant thought to the fact that 
usually such campaigns originate with the laity 
—the patient’s family or friends—who may 
welcome the opportunity to strut in the lime- 
light or bask in the reflected glory of some 
famous professional. Yet a certain percentage 
of this same public will feel that the learned 
profession of medicine has participated in a 
ballyhoo, and thereby has lost caste. 


On the other hand, efforts to thwart legiti- 
mate publicity may be carried to an extreme. 
On the very day that the above-mentioned case 
was operated on, a similar operation was suc- 
cessfully performed in a small town in another 
state. In this case the surgeon swore the patient, 
the family, the hospital personnel, and every- 
body in contact to absolute secrecy; there were 
no spectators in the operating room; there was 
no prior publicity; and he admitted later to a 
gimlet-eyed reporter that he had performed the 
operation only upon the pledge of said reporter 
not to divulge his name. We have no idea why 
he went to such unusual precautions, unless he 
felt a certain disgust with the previous fanfare 
and decided there would be none of it at his 
expense: at any rate, his name was withheld, 
yet we can see no impropriety in naming the 


_ Surgeon and then dropping the matter. In an 


effort to observe not merely the letter but the 
veritable spirit of medical ethics this particular 


MAY, 1935 205 


surgeon has leaned over backwards in his mod- 
esty and meticulousness; we believe he has er- 
roneously deprived himself of a measure of 
credit that is justly his. This is the other ex- 
treme. 

As a matter of fact, there is a common sense 
ground midway between garrulity and taci- 
turnity which any professional man of poise 
and experience should readily find, and adhere 
to. This ground keeps in view the essence of 
ethics on the one hand, and on the other hand 
recognizes the right of the public to legitimate 
news. Unusual patients, unusual diseases, or 
unusual therapeutics are matters of public in- 
terest that can be reported modestly and briefly 
in the lay press without lauding or exploiting 
any physician, and newspaper editors are evinc- 
ing a better understanding of the physician’s 
position in such reports. It would be better, of 
course, if all such items were released through 
the Public Relations Committee of the County 
Medical Society to which the physician belongs, 
but till now this has not always been feasible. 
When the absolutely unique happens, as in the 
Dionne quintuplets, nothing could or should 
interfere with the widest kind of publicity, in 
which case the poor doctor is the unhappy vic- 
tim of circumstances, who simply has to stand 
up and “‘take it.’’ But the merely unusual item 
should be handled with some sense of propor- 
tion, and the publicity should not subject the 
physician to criticism from the profession or 
the public. Let us take our public more into our 
confidence; let us inform them, through proper 
channels, more and more of the triumphs of 
modern medicine—that is the only way to de- 
feat the blatant quacks and cults; but at the 
same time let us find that common sense middle 
ground; then there will not be another Alyce 
Jane.—From the Delaware State Medical Jour- 


nal, March, 1935. 

(Editor’s Note: Our March Journal carries 
an article on diaphragmatic hernia with the re- 
port of a case successfully operated by a Wichita 
surgeon. ) 
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LABORATORY 


MASS VACCINATION IN TREATING 
PREVENTING COLDS 


W. D. O'LEARY, M.D. 
St. Marys, Kansas 
J. L. LATTIMORE, M.D. 
Topeka, Kansas 


The common cold certainly justifies its name 
of common but it is no common or easy prob- 
lem to handle. When one has the care of a large 
institution the matter of treating colds often 
becomes a pressing need while the prevention 
of colds becomes a Utopian ideal. 

Vaccination for colds has been tried in one 
form or another for several years with varying 
success. Stock vaccines have occasionally been 
successful but the autogenous vaccine has had 
the most uniform success. The rational in au- 
togenous vaccine therapy seems sound in spite 
of the lurking spectre of a filtrable virus with 
enigmatic potentialities to harass us. 

Having the care of a college population of 
217, the outlook for the winter of 1934-35 
seemed rather dark when late in September, 
almost the beginning of the school year, the 
number of colds reached epidemic proportions. 
As the colds spread through the school they in- 
creased in virulence so that middle ear and sinus 
complications became troublesome and dan- 
gerous. 

From the standpoint of expense and incon- 
venience autogenous vaccines were hardly feasi- 
ble. Ten of the most severe cases were cultured 
and the organisms were found to be the same 
in each. We thought, then, that a vaccine made 
from these organisms would at least be specific 
for the whole school and that we might hope 
for better results from such specificity. The or- 
ganisms found were the usual ones, namely 
streptococcus, staphylococcus, and pneumo- 
coccus. By preparing a vaccine from our cul- 
tures we seemed to be hitting more directly at 
the particular strains of these bacteria in our 
locality, 

Enough vaccine was therefore made for the 
whole group of 217. Two concentrations were 
made, one to be used as a prevention contained 
approximately 300 million bacteria to the cubic 
centimeter, the other contained 175 million per 
cc. and was to be used in treating the colds. The 
300 million concentration was administered in 


three graduated doses of two, four, and eight 
minims. The 175 million concentration was 
given in four doses of three, five, eight, and ten 
minims. There was an interval of three days 
between doses in each type of case. 

The immediate results were extremely grati- 
fying. There were six men in the infirmary 
with colds at the time the inoculations were 
begun while eighteen more were up and around 
with rather severe colds. A number of others 
had colds of a milder character and did not re. 
port to the infirmary for treatment. The course 
of all these colds seemed to be remarkably short- 
ened by the vaccine. Of this, however, nothing 
can be said absolutely since the subjective ele- 
ment cannot be ruled out and especially since 
no absolute norm exists in this respect of time. 
It can be said though with great certainty and 
objectivity that there were no ear or sinus com- 
plications after the vaccines were begun. 
Further, there were no new cases among those 
who received the inoculations as a preventive 
measure, so that those who had at first refused 
the vaccine later asked for it. Altogether 114 
students and faculty members received the in- 
oculations, that is to say about fifty-two per 
cent of the group. (The student was left free 
to take or not take the vaccine. ) 


For two and a half months, that is up to the 
Christmas holidays, no colds appeared in those 
vaccinated. At this time, however, a number of 
men went to Chicago and other large cities to 
attend conventions. Four of these returned 
with colds in spite of the inoculations. In all 
these cases another dose of two minims was 
given and here again the course seemed short- 
ened. All four of these men had histories of 
marked susceptibility to colds. 

Now (April). five and a half months after 
beginning the inoculations, we feel certain that 
they had considerable efficacy. We would hesi- 
tate to state just exactly where this efficacy lies. 
Perhaps it was nothing more than an increased 
resistance attributable to any non-specific pro- 
tein. Perhaps we had a favorable year with re- 
gard to colds. The evidence in this case, how- 
ever, appears to be to the contrary, namely a 
rapidly spreading and increasingly virulent in- 
fection very early in the school year. Also a 
great many men, about thirteen per cent of the 
whole group, who had been frequent victims of 
colds in past years went through this year with- 
out trouble. In the surrounding territory there 
was a great deal of flu and colds. 

If, on the other hand, we compare the per- 
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centages of those who contracted colds after the 
yaccine and those who did not receive vaccine 
the results do not look so favorable. Here we 
find that twenty-one per cent of those who did 
not receive vaccine had colds while fifteen per 
cent of those who did receive vaccine had colds. 
It seems justifiable to qualify this latter per- 
centage on the basis of mildness and short 
duration after an extra dose. 

Another interesting point of comparison is 
this. In the month from September 15 to Octo- 
ber 15 twice as many patients were admitted to 
the infirmary with colds as were admitted for 
a similar reason in the following five and one- 
half months. 

As already pointed out, our initial hypothe- 
sis was that good results should be expected 
from the fact that we were using a very specific 
strain in a definitely isolated group. A point in 
support of this may be drawn from the fact 
that of the fifteen per cent contracting colds 
after vaccine forty-one per cent contracted them 
elsewhere, that is while they were in large cities 
where contact was established with other strains 
and other types of organisms. 

Our final conclusion then may be stated 
thus: In any fairly isolated large group, for 
instance in a large asylum or in a college in the 
country, inoculations with the specific organ- 
isms peculiar to that group should appreciably 
decrease the morbidity rate and the severity in 
common colds. 

Whether or not such inoculations would 
help in cases where there is constant exposure 
to a variety of types of organisms for instance 
in a group of school children, is difficult to say. 
It is equally difficult to say whether the same 
results would have been obtained with vaccine 
of the ordinary stock variety put up by phar- 
maceutical houses. We had only one case of this 
kind for comparison. This man received a stock 
vaccine, selected on the basis of the predominant 
organisms in his nose and throat cultures. Two 
weeks later he contracted a cold and was given 
our specific vaccine. He has had no colds since. 
No important conclusions can be drawn from 
one case. It is mentioned only in passing. 

Whether or not the series of more than ordi- 
narily severe colds prevalent in September 
would have stopped automatically without vac- 
cine is also a matter of conjecture. A causal re- 
lation, however, seems to exist between vaccine 
and cessation of colds, for it has been our ex- 
perience in past years that the colds pass 
through the whole community, increasing in 
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virulence as they go. For this reason so many 
severe colds at the very beginning of the scholas- 
tic year forced us to take a chance on the vaccine 
with hopes of success. We feel that success above 
the common place was obtained. 


MEDICAL LITERATURE 


HYPOTHYROIDISM IN CHRONIC HEART 
DISEASE 

Blumgart and Davis from the Department 
of Medicine of Harvard have experimented 
during the last eighteen months on the complete 
removal of the thyroid gland in seventy-five 
patients with heart disease. This procedure was 
employed to decrease the demand on the over- 
burdened heart by means of a lowered meta- 
bolic rate of hypothyroidism. This study is a 
report of the patients studied from the en- 
docrine angle in which they find that the opera- 
tion is unsuccessful unless every vestige of the 
normal thyroid is removed. The signs and 
symptoms of hypothyroidism generally ap- 
peared between the first and second months 
after operation, and rarely, however, until the 
basal metabolic rate had remained low for 
weeks or even months. These writers feel justi- 
fied in their treatment of heart disease by this 
method and that the small dosage of thyroid 
which is subsequently given is maintained 
without difficulty in quantity sufficient only 
to prevent symptoms of hypothyroidism. 


Blumgart, H. L., and Davis, D.: Hypothyroidism Induced 
by Complete Removal of the Normai Thyroid Gland in the 
Treatment of Chronic Heart Disease. Endocrinology 18 :693- 
700 (Nov.-Dec.) 1934 


BEER IN THE DIABETIC DIET 


This report from the Metabolic Unit of the 
Michael Reese Hospital, Chicago, is a study of 
the use of beer in the diabetic diet in four cases. 
It is a careful detailed study and the results 
show that beer has no effect either harmful or 
beneficial in the diabetic diet. To the extent 
that the alcohol contained in the beer may be 
utilized without forming sugar and without 
requiring additional insulin beer may offer an 
advantageous source of extra calories in some 
cases. The authors believe that it is wise to sub- 
stitute it for other foodstuffs in the diet as one 
would do in dealing with any other special 
article of food. 


Strouse, S., Soskin, S. and Vidgoff, B.: Beer in the Dia- 
betic Diet. Ann. Int. Med. 8:1028-1032 (March) 1935. 
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THE INTERRELATIONSHIP OF ADRENAL AND 
PITUITARY 

Shumacker and Firor report the experimen- 
tal work in rats and show quite conclusively 
that both clinically and experimentally severe 
pituitary deficiency causes a striking atrophy 
of the adrenal cortex, which may be restored 
to normal in animals by substitution therapy. 
Hyperpituitarium conversely results in a hyper- 
plagia of the adrenal cortex. Both the pituitary 
and adrenal deprivation cause a stunting of 
growth, inactivity and a lowered body tem- 
perature. When either of these glands is re- 
moved there is an atrophy of the reproductive 
system with a marked alteration in the sex 
activity. 

Shumacker, H. B., Jr., and Firor, W. M.: The Interrela- 


tionship of the Adrenal Cortex and the Anterior Lobe of the 
Hypothysis. Endocrinology 18:676-692 (Nov.-Dec.) 1934. 


THE RELIEF OF PRURITIS 


In a series of twenty-one cases the writer 
from the Washington University School of 
Medicine tried out the treatment of generalized 
pruritis in twenty-one cases with the oral ad- 
ministration of erythrol tetranitrate and 


glyceryl trinitrate. He found that these drugs 
gave complete or almost complete relief in ten 
cases, moderate relief in seven and no relief in 
four. They were almost completely ineffective 


in cases of localized pruritis. 
Prinzmetal, M.: USE OF NITRITES FOR THE RELIEF 


Arch. Dermat. & Syphil. 30:843-846 (Dec.) 
1934. 


RELATION OF CONVULSIONS TO BRAIN 
LESIONS 
Dr. Grayzel of the Department of Pathology 
at Yale experimented on fourteen rabbits pro- 
ducing an artificial hyperinsulinism to produce 
convulsions. He found that rabbits which had 
no or slight convulsions showed no changes in 
the brain but rabbits which had had severe 
convulsions one or more times showed definite 
anatomical lesions in the central nervous sys- 
tem. These lesions were proportionate to the 
number and length of the convulsions. He de- 
scribes these lesions as being zones of shrunken 
hyperchromatic cells and in more severe in- 
stances zones of necrobiosis. 
Grayzel, D. M.: Changes in the Central Nervous System 


Resulting from Convulsions Due to Hyperinsulinism. Arch. 
Internal Medicine 54 :694-701 (Nov.) 1934. 


LOBAR PNEUMONIA AND DIGITALIS 
The authors from the Hospital of the Rocke- 
feller Institute for Medical Research report an 


analysis of 1,456 cases of lobar pneumonia to 
ascertain what influence the action of digitalis 


has on the course of this disease. In their opin- 
ion it does not seem to influence the course of 
events in lobar pneumonia. In favorable cases in 
which auricular fibrillation and auricular flut- 
ter occur its action appears to be beneficial. It is 
not certain whether the action of digitalis pre- 
cipitates the occurrence of auricular fibrillation, 
but if it does the number of cases is small, espe- 
cially in the earlier decades. Heart block did not 
occur during the febrile period of lobar pneu- 
monia except in those cases where an excessive 
amount of digitalis was given to bring it about, 


Cohn, A. E., and Lewis, W. H. Lobar eeeeeey and Digi- 
talis. J. Med. Se. 189:457-482 (Apr.) 193 


SEXUAL STERILIZATION 


The authors of this paper report their ob- 
servations on 288 cases sterilized in the proy- 
ince of Alberta, Canada. They conclude that 
sexual sterilization is undoubtedly a logical 
and acceptable method of coping with the great 
problems of mental diseases and defects. In the 
patients whom they have sterilized they have 
received no complaints as to any change in 
libido or sex satisfaction. Their group includes 
chiefly mentally defectives and borderline cases 
with exceedingly bad family histories. Con- 
trary to the frequently expressed fears there has 
been no evidence that sterilization will lead to 
promiscuity or a lowering of moral standards, 
and that on the other hand the treatment and 
training of the patients and the maintenance of 
an adequate follow up system are still essential. 
Factors regarded as hereditary were found in 
60.8 per cent of cases. 


Baragar, C. A., Davidson, Geo. A., McAlister, W. J., Me- 
Cullough, D. L. Sexual Sterilization: Four Years’ Experience 
in Alberta, Am. J. Psyc-iat. 91:897-923 (January) 1931. 


THE ELECTROCARDIOGRAM IN CORONARY 
THROMBOSIS 

Richter of the Rush Medical School of -Chi- 
cago reports the electro-cardiographic studies of 
seventy-two cases of coronary thrombosis in 
which serial curves were taken, and only two 
failed to show significant changes. The author 
stresses the advantage of taking serial curves, 
one as soon after the accident as possible, one 
the next day, a third, forty-eight hours later, 
and if necessary at weekly intervals for a month 
or longer. He points out'that it is possible for 
single records to be taken at times when the 
characteristic signs of coronary thrombosis are 
absent, and that serial records on the other hand 
rule out those conditions simulating coronary 
occlusion such as are seen in chronic valvular 


disease, hypertrophied hearts of athletes, and 
(Continued on Page 210) 
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those of chronic coronary disease. The serial 
curves of acute infectious diseases are usually not 
characteristic enough to confuse the diagnosis. 
He shows serial curves in four cases. 


Richter, H. A.: The Value of Serial Electrocardiograms in 
Coronary Thrombosis. Am. J. Med. Sc. 189:487-497 (Apri!) 


THE ADOLESCENT HEART 

The authors of this article made a study of 
2,840 children, examined during a period of 
eight years. In this group they made the diag- 
nosis of adolescent heart in 254 children be- 
tween the ages of nine and sixteen years, repre- 
senting nine per cent of the total cases. By adol- 
escent heart they refer to a functional type of 
disturbance which in many ways simulates an 
organic disease. These children may complain 
of subjective symptoms, usually thought to be 
associated with organic heart disease. A systolic 
murmur was present in forty-two per cent, pal- 
pitation occurred in 123 cases, fatigue in ninety- 
nine cases, dyspnea in eighty-three cases, pain in 
eighty cases, vertigo in fifty-seven cases, and 
sweating in forty-one cases. In their conclusions 
the authors state that this is probably due to 
rapid physiological changes associated with 
adolescence. The outstanding electrocardio- 
graphic findings were the frequency of Q.R.S. 
complexes and of the T wave of high ampli- 
tude. It is their opinion that the differential 
diagnosis can be made only by careful evalua- 
tion and analysis of all the data obtained, and 
that in some instances a definite opinion should 
be given only after several years of careful ob- 
servation. 


Lissner, H. H., Goffin, J. L. C., and Rosenfeld, M. H.: 
Adolescent Heart. Am. J. Dis. Child. 49 :353- "360 (Feb.) iss, 


‘ETIOLOGICAL BACKGROUND OF URTICARIA 


Stokes, Kulchar, and Pillsbury report a 
study of the etiological background of urticaria 
with especial reference to the psychogenic fac- 
tors. They carefully review the literature on the 
subject quite extensively although chiefly from 
a dermatological point of view. They report 
the study of one hundred cases of urticaria, as 
to the etiology, and point out six possible 
groups of causal factors: familial predisposi- 
tion, personal allergic status, gastro-intestinal 
disturbance, infection, idiosyncrasy to drugs, 
and psychogenic components. The psychogenic 
component operated alone in twelve per cent of 
these cases, but was exhibited in the background 
in eighty-three per cent of their cases. They re- 
gard the psychological as a personality type 
rather than connecting it with any external cir- 
cumstances. The chief of the psychogenic ele- 


‘ ments are the tension makeup, neuroticism, the 


worry habit, shock, family troubles, and fj- 
nance. They especially mention that the exclu- 
sion of substances to which the patient gave a 
positive skin reaction and an elimination diet 
were conspicuously unsuccessful as therapeutic 
measures. Theit treatment consists of an acid- 
calcium regime, non-specific. desensitization, 
psychotherapy, actinotherapy, dietotherapy, 
and occasionally the administration of atropine 
and ephedrine. 

Stokes, J. H., Kulchar, Geo. V., Pillsbury, D. M.: The 


Effect on the Skin of Emotional and Nervous States. Arch, 
Dermat. & Syphil. 31:470-499 (April) 1935. 


NUTRITIONAL TREATMENT OF ACNE 
VULGARIS 

Lerner who is associated with the New York 
Post-Graduate Medical School at Columbia 
University reports on a study of twenty pa- 
tients with acne vulgaris in which he used a 
nutritional treatment. Essentially this was done 
by substituting calcium, potassium and mag- 
nesium for the common table salt used by the 
patient. It necessitated a good deal of incon- 
venience for the patient and for this reason was 
not entirely successful; in addition it requires 
frequent injections of a mixture of the salts. In 
this series of 20 cases no other therapeutic meas- 
ures were used and a good response was ob- 
tained in patients»with pustular and indurated 
types of acne. The. author. believes that local 
applications and fractional doses of roentgen 
therapy have enhanced and hastened the results. 


Lerner, Chas.: Nutritional Treatment of Acne Vulgaris. 
Arch. Dermat. & Syph. 31:526-581 (April) 1935. 


SYPHILIS OF THE KIDNEYS 


Hermann and Marr review the literature on 
syphilis of the kidney and add three additional 
personally observed cases. In their conclusions 
they point out that syphilis of the kidney does 
occur though is quite uncommon. They suggest 
a clinical classification of this disease into acute, 
subacute, and chronic syphilitic nephrosis. 

Herrmann, G., and Marr, W. L.: Clinical Syphilitie 


Nephropathies, A Study of New Cases and a Survey of Re- 
persed Cases. Am. J. Syphil. & Neurok 19:1-29 (January) 


Bibliography: Dr. Louis Rudolph’s article on The 
Dystocia of the Vertex Presentation. 
(Continued from Page 200) 
BIBLIOGRAPHY 
1. Rudolph, L., and Ivy, A. C.: Am. Jour, Obst. Gynec. 


25:74, 1938 


« Rudolph, L.: Am. Jour. Obst. Gynec, 25 :563, 1933. 
Calkins, L. A.: Am. Jour. Obst. Gynec. 27 :349, 1934. 
. Grandin, E. H.: Am. Gynec. Trans, 15 :382, 1890. 

. Reynolds, E.: Am. Gynec. Trans. 32:43, 1907. 


(Continued on Page 212) 


IT 


- 
< 
1935. 
; 
| 


The proof of its purity is in the 
testing. Twenty-two scientific 
' tests for purity, covering every 
ILLIO step in its preparation, safeguard 
this drink of natural flavors. 
Coca-Cola Co., Atlanta, Ga. 


IT HAD TO BE GOOD TO GET WHERE IT I8 


Grandview Sanitarium 
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NEWS NOTES 


NEWS AND SPEAKERS PROJECTS 


The Committee on Public Health and Education com- 
posed of Dr. H. E. Haskins, chairman, Kingman; Dr. 
V. E. Chesky, Halstead; Dr. H. F. Hyndman, Wichita; 
Dr. Forrest A. Kelly, Winfield; and Dr. C. R. Lytle, 
McPherson, met in Wichita on April 10 for considera- 
tion of radio talks, news releases, and speakers bureaus to 
be sponsored by that committee. Plans were approved 
whereby weekly articles will be prepared on timely medi- 
cal subjects, and forwarded to Kansas daily and weekly 
newspapers for publication. Also, efforts are to be insti- 
tuted in the near future for development of speakers 
bureaus among the various county medical societies to 
present talks on medical and economic subjects before 
lay groups. Radio activity is to be withheld until the 
other projects are operating satisfactorily. 


McPHERSON COUNTY PLAN 


A new plan for medical care of indigent persons was 
instituted in McPherson County on April 5. By virtue 
of a contract, the county commisioners have designated 
the county medical society as county physician, and all 
members of the society and other eligible physicians are 
authorized to administer indigent care. A fifty per cent 
fee schedule has been accepted and additional arrangements 
were made for mileage, hospitalization and drugs. Physi- 
cians are furnished an official list of those entitled to ser- 
vice, and others, not appearing thereon, are referred to 
the county poor commissioners for approval or rejec- 
tion. All care is furnished on a strict free choice of physi- 
cian basis. 


PHYSICIANS DESIRED 


Information has been received that Paxico desires the 
service of a physician. None is located there at present, 
and it is said that a good practice is available. Suitable 
offices are accessible in a drug store owned by Mrs. J. F. 
Nuttman. The town has a population of approximately 
350 and is located ten miles from Maplehill, fourteen 
miles from St. Marys, eighteen miles from Wamego, 
twenty miles from Eskridge, and thirty miles from To- 
peka. Further details may be secured by writing Mrs. 
J. F. Nuttman, Paxico, or the central office. 


Kirwin, sixty miles northwest of Hays, is also still 
without the services of a physician. Additional corres- 
pondence, received from Mr. John M. Gray of that city, 
indicates that considerable advantages are possible. 


MEMBERS 


Dr. A. R. Adams has been appointed city physician 
and city health officer of Leavenworth. He is also presi- 
dent of the Leavenworth County Medical Society. 


Dr. L. D. Johnson, Chanute, and Dr. O. L. Garling- 
house, Iola, attended a banquet given by the Kansas City 
Academy of Medicine, at the President Hotel, in Kansas 
City, on April 14. 


Dr. W. R. Kenoyer, Hugoton, has returned from Los 
Angeles, California, where he has been taking special 
medical work. 


Dr. J. W. Spearing, Cimarron, has been appointed 
county health officer for Ford county. 


Physicians from ten states attended the Menninger 
clinic held in Topeka from April 15 to April 20 which 
was a postgraduate course on “‘Neuropsychiatry in Gen- 
eral Practice,’’ given by the staff of the clinic. Dr. Robert 
P. Knight, Topeka, was chairman of the course, and sey- 
eral out-of-state speakers gave addresses. A round table, 
which enabled physicians to present cases for discussion 
was held on Saturday, the last day of the course. 


OFFICIAL CALL 


To the Officers, Fellows and Members of the 

American Medical Association: 

The eighty-sixth annual session of the Ameri- 
can Medical Association will be held in Atlantic 
City, New Jersey, from Monday, June the tenth, 
to Friday, June the fourteenth, Nineteen hundred 
and thirty-five. 

The House of Delegates will convene on Mon- 
day, June the tenth. 

The Scientific Assembly of the Association will 
open with the General Meeting held on Tuesday, 
June the eleventh, at 8:30 p. m. 

The various sections of the Scientific Assembly 
will meet Wednesday, June the twelfth at 9 a. m. 
and at 2 p. m. and subsequently according to their 
respective programs. 

Attest: Olin West, Secretary, 
Chicago, Illinois, March the twenty-fifth. 
Walter L. Bierring, President. 


Frederick C. Warnshuis, 
Speaker, House of Delegates. 


COUNTY SOCIETIES 


The Anderson County Medical Society held a meeting 
April 3 in Garnett and discussed plans for future meet- 
ings. 


Members of the Barton County Medical Society and 
guests from Reno, Rice, Stafford, Pratt and Edwards 
counties met on March 28 in Great Bend for a dinner 
meeting. Dr. Porter Brown and Dr. K. L. Druet, both 
of Salina, were the guest speakers on the program. A 
sound motion picture showing the manufacture of in- 
sulin was shown during the program. 


Dr. O. R. Withers, Kansas City, Missouri, spoke on 
‘‘Allergy in General Practice’’ and Dr. Paul Gimple, Kan- 
sas City, Missouri, on ‘‘Functional Uterine Bleeding”’ at 
a meeting of the Bourbon County Medical Society on 
April 15 in Fort Scott. A discussion of these papers fol- 
lowed. 


‘The Brown County Medical Society met April 26 for 
a dinner meeting in Hiawatha with Dr. H. W. Carle, St. 
Joseph, Missouri, as the principal speaker. His subject was 
‘Hypoglycemia, the Non-Diabetic Type.’’ Dr. Charles 


(Continued on Page 214) 
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The Ninth Edition of the Standard Text on Dermatology— 
Eighteen Years of Outstanding Service to the Medical 
Profession of America. 


SUTTON’S 
DISEASES THE SKIN 


AN EMINENT Eastern specialist on diseases of the skin 
once eloquently referred to Dr. Richard L. Sutton as 
“a walking encyclopedia of dermatological information.” 

Not all of us are privileged to attend the lectures and clinics 
of so outstanding a man of science, but fortunately we have 
ready access to the record of his wisdom and industry pre- 
served in the pages of this great textbook on dermatology and 
syphilis. 

For nearly two decades this volume has served the medical 
profession of the world. 

As a famous reviewer in the Archives of Dermatology and 
Syphilis has said: ‘‘It is encyclopedic and scholarly. It has the 
spirit of an enthusiastic devotee of a specialty, and it has the 
vigor and piquant spirit that are Sutton. There is no need to 
advise dermatologists or other physicians that it should be 
on their shelves. They have already decided that for them- 
selves, and in one edition or another it is found everywhere.” 

The London Lancet, that most conservative of publica- 
tions, refers to it as ‘“world famous,’’ and the British Journal 
of Dermatology as ‘‘an atlas of skin diseases.”’ 

The volume is well balanced, and evenly written. The 
clinical descriptions are complete, and the matter of differ- 
ential diagnosis is given the attention it deserves. Sound and 
proved methods of treatment are suggested. The prescriptions 
recommended are those which have stood the test of time. 
The collection of photomicrographs is one of the finest ever 
published. 

In the ninth edition the author has requisitioned the serv- 
ices of his son, Richard L. Sutton, Jr., A.M., B.S., M.D., 

L.R.C.P. (Edin.), who is also a teacher in the University of Kansas School of Medicine, 
and who was his collaborator in the popular and widely used text, “AN INTRODUCTI 
ON TO DERMATOLOGY.”’ 

Descriptions of more than a score of newly recognized diseases are included, and the 
literary references have been brought up to the summer of 1934. 

Half a hundred new illustrations have been added, many of them portraying disorders 
that have never before been included in any textbook. 

Needless to say, the present volume si one which is bound to meet with universay apprecia- 
tion and approval. 
1433 pages, with more than 1300 illustrations in the text, and 11 color plates. Ninth revised 
and enlarged edition. Price, cloth, $12.50. 


By Richard L. Sutton, M.D., Sc.D., LL.D., F.R.S.(Edin.), Professor of Dermatology, 
University of Kansas School of Medicine, and Richard L. Sutton, Jr., A.M., M.D., 
L.R.C.P. (Edin.), Assistant in Dermatology, University of Kansas School of Medi- 
cine. 


The C. V. Mosby Company, Publishers, 3523 Pine Blvd., St. Louis, U. S. A. 


Los 
; 
ecial 
nger 
hich 
bert 
ble, 
i 
: 
4 
ng 
nd 
th 
A 
n- 
n- 
at 
or 
J 
yt. 
as 
es 


214 THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


Greenburg, St. Joseph, Missouri, gave a paper on ““Trans- 
urethral-Section of the Prostate.’’ 


At a meeting of the Cloud ‘County Medical Society in 
Concordia on April 2, a sound film showiig, the»prep- 
aration and clinical use of insulin, was shown to the 
physicians of that county and visiting physicians from 
surrounding counties. Dr. C. C. Stillman, councillor for 
that district, gave a short talk. Members of the society 
presented a symposium on diabetes as related to general 
practice-and. the specialties, and a discussion by the guests 
followed. 


Dr. P. C. Hardin, Arkansas City, was the principal 
speaker at a meeting of the Cowley County Medical So- 
ciety on April 11 in Arkansas City. He spoke on ‘“The 
Surgical Treatment of Crippled Children.” 


The Crawford County Medical Society held a joint 
dinner meeting with the auxiliary on March 28 in Pitts- 
burg. The ladies of the auxiliary had charge of the pro- 
gram. On April 11 the society held a meeting with 
Drs. O. J. Dixon and Ferdinand C. Helwig, both of 
Kansas City, as guest speakers. Dr. Dixon’s topic was 
“Report of Experimental Studies with Viable Muscle 
in the Control of Hemorrhage,’’ and Dr. Helwig’s subject 


was ‘‘Determining the Type of Malignant Tumors from 


Pathologic Studies.”’ 


Members of the Dickinson County Medical Society 
held a meeting in Herington, April 18. Dr. Richard L. 
Sutton, Kansas City, gave a talk on ‘Skin Diseases.’ 


The Ford County Medical Society held a dinner meet- 
ing in Dodge City. Physicians from the southwestern part 
of the state were guests and Dr. C. F. Taylor, Norton, and 
Dr. H. L. Snyder, Winfield, were the main speakers dur- 
ing the evening session. The program started at 3:00 
p- m. and closed after the general discussion of a paper 
given by Dr. F. L. Loveland, Topeka, on the economics 
question. Dr, W. M. Mills, Topeka, gave a paper with a 
discussion by Dr. H. N. Tihen, Wichita. 


The Golden Belt Medical Society held their Forty- 
sixth annual meeting April 11 in Junction City. The 
program started at three o'clock in the afternoon with a 
talk by Dr. W. S. Yates, Junction City, on ‘‘How Are 
We Going to Live.” Later in the afternoon, Dr. M. B. 
Miller, Topeka, spoke on “Bacilluria;"’ Dr. C. F. Taylor, 
Norton, on ‘Methods of Arriving at a Diagnosis in Tu- 
berculosis;'’ Dr. Frank C. Neff, Kansas City, Missouri, 
on “Diagnosis of Certain Disturbances in Childhood,” 
and Dr. H. L. Snyder, Winfield, on ‘“The Cancer Prob- 
lem.’’ The speakers were followed by a dinner for the 
visiting physicians. Officers for the coming year are as 
follows: Dr. J. L. Lattimore, Topeka, president; Dr. 
R. R. Cave, Manhattan, vice president; Dr. F. R. Croson, 
Clay Center, secretary. 


Members of the Tri-County Medical Society, includ- 
ing physicians from McPherson, Harvey, and Marion 
counties, held a meeting on April 10 in McPherson, with 
Saline, Rice and Reno county societies as their guests. 
Dr. T. G. Orr, Kansas City, Missouri, gavea talk on 
“Recent Viewpoints on. the» Treatment of Gallbladder 
Disease;’’ and Dr. E. C. Padgett, Kansas City, Missouri, 
spoke on ‘‘Recent Advances in Chest Surgery.”’ 


Dr. Meyer Wiener, professor of clinical ophthalmology, 
Washington University, St. Louis, Missouri, gave a talk 
on “Inflammatory Diseases of the Eye,’’ and Dr. J. Bar- 


rett Brown, associate professor of surgery, Washington 
University; St: Louis, Missouri, talked on ‘‘The Repair 
of Surface, Defects Due to Burns. and. Other Causes,”’ at 
the meeting of the Reno County Medical Society in 
Hutchinson on April 19. 


Officers elected to serve in 1935 for the Riley County 
Medical Society are Dr. Willard C. Schwartz, president; 
Dr. J. D..Colt, Sr., vice president; and Dr. Darrell L. 
Evans, secretary, all of Manhattan. At a meeting on 
March 14 in Manhattan Dr. K. L..Druet, Salina, spoke 
on ‘‘Some Aspects of Diabetes Melleties.”’ 


Members of the Saline County Medical Society met 
in Salina on April 16 to complete plans for the state 
meeting to be held there in May. 


Eighteen physicians who have practiced medicine in 
Kansas for more than 50 years, were honored at a ban- 
quet given by the Sedgwick County Medical Society on 
April 19, in Wichita. Dr. D. W. Basham, Wichita, pre- 
sided at the special table for the guests, and gave a short 
talk. Dr. A. B. Rivers, Mayo Clinic, Rochester, Minne- 
sota, gave the main address of the evening, on ‘‘Some 
Problems Relating to the Diagnosis and Treatment of 
Peptic Ulcer.”’ 


A dinner meeting of the Sumner County Medical So- 
ciety was held March 21 in Wellington. Dr. G. E. 
Stafford, Salina, gave a paper on ‘Pituitary Diseases 
of Children,”” and Dr. W. H. Neel and Dr. Karl E. Vol- 
deng, led the discussion following the paper. 


Members of the Washington County Medical Society 
were hosts to the Clay County Medical Society at their 
meeting on April 9 in Washington. A paper on ‘Frontal 
Sinus’’ illustrated with lantern slides was given by Dr. 
C. D. Armstrong, Salina; and one on “The Baby’”’ by 
Dr. E. G. Padfield, Salina. 


The Wilson County Medical Society held a dinner 
meeting in Neodesha on April 8, with the members of 
the Wilson County Auxiliary. 


The two April meetings of the Wyandotte County 
Medical Society were held in Kansas City at the Provi- 
dence Hospital and Bethany Hospital, respectively. At the 
April 17 meeting Dr. Francis Carey, Kansas City, gave a 
paper on ‘““The Common Complications Following Ab- 
dominal Operations and Their Treatment.’’ On April 24, 
Dr. E. A. Reeves, Kansas City, gave a case presentation 
on “Internal Hernia of the Broad Ligament with Twisted 
Ovarian Cyst,’’ and Dr. L. E. Growney, Kansas City, 
gave one on ‘Diagnosis and Treatment of Pernicious 
Anemia.” 


DEATH NOTICES 


Dr. Farquard Campbell, 54 years of age, died at his 
home in Kansas City, on April 1, after serving as physi- 
cian in Kansas City for thirty-one years. He was born in 
London, Canada, in 1880, and graduated from Western 
University there in 1903. He went immediately to Kansas 
City and remained there during the rest of his career. He 
took postgraduate work at the Cook County Hospital, 
Chicago, and also at the Mayo ciinic, Rochester, Minne- 
sota. He studied in Edinburgh, Scotland, for a period of 
seven months in 1929. He was a member of the Wyan- 
dotte County Medical Society, and a member of the Kan- 
sas City, Kansas, board of health. 


(Continued on Page 216 
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One of a series of advertisements prepared and published by 


PARKE, DAVIS & CO., in 


behalf of the medical profession. This “See Your Doctor” Campaign is running in 
The Saturday Evening Post and other leading magazines, 


T IS doubtful whether Mother 
Goose ever bothered her head 
about science, 

Nevertheless, in these immortal 
lines about Jack Spratt and his wife, 
she did manage to express one of the 
fundamental scientific truths about the 
human body. 

Mr. Spratt’s body requires different 
food than Mrs. Spratt’s body. A’s body 
fequires different food than B’s. That’s 
why when a special diet is necessary, 
the amount of food and the kind of 
food should be fitted to the individual 
case—and why diet fads that regard 
human bodies as if they were units of 
Some mass-production system are fun- 


sound and 
maybe down- 
right harm- 
ful. 


Hospital and 
medical records are studded with 
tragic proof of this. Thousands 
of men and women have weakened 
their resistance to disease by embrac- 
ing those instruments of slow starva- 
tion, the “fashionable” diets. Many 
cases of tuberculosis, anemia, heart 
disease, and other serious illness can 
be traced directly to insufficient nour- 
ishment brought about by the desire 
to “get thin” or “get healthy.” 

This does not mean, of course, that 
all special diets are harmful. Frequent- 
ly, a proper diagnosis reveals that a 
carefully planned diet is just what is 
needed. But a proper diagnosis can be 
made only by your doctor . . . and the 


proper diet can be determined only 
by your doctor. 

Medical science has made a deep 
and searching study of the entire 
quéstion of food values, metabolism, 
and all the factors which have to do 
with the quantity and kind of food 
needed under various conditions. 
Your doctor is familiar with these 
studies, and knows how to apply 
that knowledge in determining the 
needs of your body. 

If you are tempted to try some 
diet which has been recommended 
to you as a cure-all, have a talk with 
your doctor first. 


PARKE, DAVIS & COMPANY - 
DETROIT, MICHIGAN 
The World’s Largest Makers of 
ical and Biological Products 
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Dr. C. H. Johnson, 66 years of age, died at his home 
in Atchison, on April 3 from a heart attack. He graduated 
from the Columbia University, College of Physicians and 
Surgeons, in New York in 1895. He was a member of 
the Atchison County Medical Society. 


MORBIDITY REPORT 

New communicable disease cases in the state as 
compared with last month are reported by the 
Kansas State Board of Health as follows: 

Month ending Month ending 

Disease April 13 March 16 
Measles. 6681 5684 
German Measles ........ 6104 3808 
713 648 
Chickenpox .............. 346 465 
Whooping cough ...... 285 298 
Pneumonia .............. 277 “442 
Scarlet Fever ............ 257 381 
87 52 
Gonorrhea .............. 61 64 
Tuberculosis ............ 59 66 
Diphtheria .............. 46 42 
41 91 
Pink-eye ......:........... 15 19 
Meningitis ................ 13 11 
Vincent's angina ...... 6 1 
Undulant Fever ........ 3 1 
Typhoid Fever ........ 2 4 
Tularaemia .............. 1 0 
Encephalitis ............ 1 0 
Poliomyelitis ............ 0 1 


NEW BOOKS RECEIVED 
NAMES OF SURGICAL OPERATIONS—Compiled by 


Western Surgical Association. Edited by Dr. Carl E. 
Black, Jacksonville, Illinois. Published by the Bruce Pub- 
lishing Company, Minnesota, at $3.00 per copy. 


THE 1934 YEARBOOK OF NEUROLOGY PSYCHIATRY 
ENDOCRINOLOGY by Dr. Hans Reese, professor of 
neurology and psychiatry at the University of Wisconsin 
Medical School; Dr. Harry Paskind, assistant professor 
of nervous and mental diseases, Northwestern University 
Medical School; Dr. Elmer Sevringhaus, associate profes- 
sor of medicine, at University of Wisconsin Medical 
School. Published by the Year Book Publishers, Chicago, 
at $3.00 per copy. 


DOCTORS AND JURIES by Mr. Humphreys Springstun 
of the Detroit Bar. Published by P. Blakiston’s Sons and 
Company, Inc., Philadelphia, at $2.00 per copy. 


SURGICAL PATHOLOGY OF THE PERITONEUM by Dr. 
Arthur E. Hertzler, surgeon to Agnes Hertzler Memorial 
Hospital, Halstead, Kansas, and professor of surgery, 
University of Kansas. Published by J. B. Lippincott 
Company, Philadelphia, at $5.00 per copy. 


TEXTBOOK OF BIOCHEMISTRY, Edited by Benjamin 
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delphia, at $6.90 per copy. 


Harrow, Ph. D., associate professor of chemistry, City 
College, New York, and Dr. Carl Sherwin, member of 
staff of St. Vincent’s Hospital and French Hospital, New 
York. Published by W. B. Saunders Company, Phila- 


KANSAS MEDICAL AUXILIARY 

Members of the Brown County Medical Auxiliary held 
a joint dinner meeting with the medical society on April 
26 in Hiawatha after which the ladies met for a short 
business session. 


The Crawford County Medical Auxiliary was in 
charge of the program for the medical society meeting 
held on March 28. Musical numbers and a play were the 
main part of the program. Committees for the session 
were Mrs. C. M. Gibson, Mrs. E. J. Schulte, of Girard, 
and Mrs. H. E. Marchbanks; decorations, Mrs. E. C. Me- 
Donald and Mrs, H. J. Veatch; beneey Mrs. A. J, 
Revelle and Mrs. C. D. Bell. 


Members of the Labette County Medical Auxiliary met 
at the home of Mrs. C. S. McGinnis, Parsons, for the reg- 
ular monthly meeting. Mrs. C. N. Morrow gave a paper 
on “Modern Medical Science.’’ Two guests at the meeting 
were Mrs. J. C. Creel, Sr., and Mrs. Conyers Herring, 
Members present were Mrs. T. D. Blasdel, Mrs. G. W. 
Hay, Mrs. C. S. McGinnis, Mrs. Mirl Ruble, Mrs. L. A. 
Proctor, and Mrs. N. C. Morrow. 


A short business meeting was held by members of the 
Montgomery County Medical Auxiliary on March 15 in 
Independence after which the ladies were guests of the 
medical society at the showing of a sound film on the 
production and use of insulin. Dr. E. C. Duncan, Fre- 
donia, gave a talk on legislative problems of the 
profession. 


Dr. and Mrs. Beal, Clearwater, were host and hostess 
to the members of the Sedgwick County Auxiliary on 
March 25 in Clearwater. Dr. Beal gave a talk on “‘History 
of Medical Instruments.”’ 


The Wilson County Medical Auxiliary met in Neode- 
sha on April 15 and officers elected for the coming year 
were: Mrs. E. C. Duncan, president; Mrs. H. E. Mor- 
gan, vice president; Mrs. B. P. Smith, secretary -treasurer. 
The program consisted of papers on “State Medicine,” 
and ‘‘Medical Insurance’ by Mrs._J. W. McGuire; and 
‘Posture’ by Mrs. H. E. Morgan. 


EXCHANGES 
BASIC SENSE 


Somewhere, wandering about the smoky committee 
rooms and spittoon-littered marble halls of the Kansas 
state house is a bill known as the basic science act. 

It requires that anyone in the future applying for a 
license to practice the art of healing human beings in 
Kansas must first pass an examination in elementary 
physiology. He should be required to know a few simple 
facts about the human body—the location and functions 
of its main bones, nerves, muscles and organs. 

Anyone in the future applying for a license to heal in 
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OAKWOOD SANITARIUM 


The beauty and quietness of the environment of Oakwood Sanitarium 
cannot be over emphasized. This makes the Institution ideal not only 
for nervous and mental patients but for convalescents and rest cures 
as well. Alcoholics and drug addicts are prion 
Illustrated Booklet and Rates on 

OAKWOOD SANITARI 5M 

Tulsa, Oklahoma, Route 6 
NED R. SMITH, M.D. S. CHARLTON SHEPARD,M.D. T.N.NEESE DAISY N. NEESE 

Medical Director Attending Internist Business Manager Superintendent 


. 


THE 
Lattimore Laboratories 


_ Topeka, Kansas 
J. L. LATTIMORE, M.D., Director 


Pathology, Hematology, Bacteriology, Serology, 
Parasitology and Chemistry 


Treatment set, for Rabies 
Friedman’s test (for pregnancy). ... 
Wassermann and Kahn 


Post-mortem service and Toxicology 
Containers mailed upon request—24 hour service on all tests 


OFFICES 
Topeka, Kansas El Dorado, Kansas Sedalia, Mo. McAlester, Okla. 
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{Kansas, whether as a doctor, an osteopath, a chiropractor 
\or any one of the other healing cuits, would be required 
to take this easy examination which any high school 
graduate, with a little cramming, can easily pass. 

It would not be nearly so hard as that now required for 
a veterinarian’s license. Kansas sets much higher standards 
for the people who treat sick hogs than she does for those 
who treat sick human beings. 

The eafon for this is that hogs as yet have not been 
given the vote. If they ever are, we will probably find 
that they will fall victim to various cults. Some of them 
will develop conscientious scruples against vaccination. 
‘Others will be come persuaded that hoof and mouth dis- 
ease, glanders, trichina and all other porcine ailments can 
‘be cured by the proper adjustment of their spare ribs. 
(And they would demand legislation recognizing all these 
healing cults. 
| The basic science law would invoke no hardship on 
‘the cults. No person now practicing any of the arts, sci- 
ences or magics of human healing in Kansas would have 
his license revoked. None would have to take the new ex- 
amination. 

It would affect only those desiring to enter the pro- 
fession, business or racket of healing in the future. Nor 
\would it interfere with what is known as ‘‘medical free- 
dom.” For those having passed this examination would 
‘not be required to put its common sense knowledge into 
practice on their patients. They would be just as free to 
follow their fancies as they are now, and disregard what 
they had learned. 

You may think this bill is not rigid enough. But at 
least it is an improvement over our present situation. As 
it now stands, any man who will pay tuition and take a 
six-week course in some wild healing cult, and who then 
passes the childishly simple examination ordained by the 
leaders of this cult in its own phoney kind of science, is 
thereupon licensed by the state to hang out his shingle and 
jpractice for his personal profit the art of healing upon 
the people of this state. 

The bill does not apply to Christian Scientists, whose 
faith-healing is a philosophy and a religion, rather than 
an occupation conducted for profit. But for the others, it 
does insure that a man who takes money for treating hu- 
man ailments must know at least half as much about the 
human body as a veterinary is required to know about a 
hog. 

On this basis, it seems reasonable, and should pass. It 
is not only basic science, but basic sense—W. L. W. in 
Emporia Gazette. 


CLASSIFIED ADVERTISEMENTS 


fluorosco: table, vertical fluoroscope, stereo- 
ate tubes and other equipment. Address Dr. 
C. W. Lawrence, Emporia, Kansas. 


FOR SALE: A Victor x-ray, ten-inch capacity, 


FOR SALE: Fischer X-ray machine. Type, 2-A. 
Voltage 220. Cycles, 60. Amps. 20. Killowatts 5. 
Seven inch Coolidge tube. 11x14 inch screen, 
G. W. Phegley, Lincoln, Kansas. 


FOR SALE: Rural practice and seimmnek: reason 
for leaving—specializing; most prosperous part 
of Kansas, good collections, good schools, Pro- 
testant,good place for recent interne to get ex- 
perience; wide territory; $300.00. Address A-569 
care Journal. 


FOR SALE: Office equipment and good will p 
tice 32 years, — ill health. Write TG. G. 
Maxwell, Rooms 13 & 14 Apex Block, Canon 
City, Colorado. 


FOR SALE—Physician’s strictly modern office 
eqpipment. Reception room furniture. Electric 
sterilizer. Extensive Medical Library, with latest 
work on surgery and internal medicine. Balfour 
S. Jeffrey. Bank of Topeka Building, Topeka, 
Kansas. 


FOR SALE—Fisher F. O. Diathermy $250.00, Type 
V $175.00, Combination Self Contained Hanovia 

_ Alpine and Kromayer Lamps $250.00. Morse 
Wave Generator Type A 25 $75.00, subject to 
prior sale. Address A-568 Journal. 


Drug or Detail Salesman calling ly on dis- 
pensing physicians, free to accept non-compet- 
ing line. Liberal commission and full protection. 
Sed resent line, territory covered, and num- 

oe per year. Complete cooperation and 
mail assistance. Gaston Moreau, 509 Fifth 
New York, N. Y. 


McBride Ciithiniipilie Clinic & The Reconstruction Hospital 
717 N. Robinson St., Oklahoma City, Okla. 


Announcing 
THE ARTHRITIS DIAGNOSTIC 


LABORATORY 


Special Facilities: 


1. Bacteriologic isolation of organisms and 
tests in rheumatic and arthrit- 


2. Individual vaccines prepared. 

3. Complete survey of focal infection areas. 

4. Supervision of bacterin dosage and medical 
treatment, through the family physician. 
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FOR THE 


Undernourished Infant 


WHEN the food requirements are high and 


the digestive tolerance low, prescribe Karo 


as the carbohydrate addition to the formula. 
It meets the requirements of a difficultly 
fermented but readily digested carbohydrate. 
The tolerance for Karo is high. 


The ‘Accepted’ Seal denotes that Karo and advertisements for it are accept- 
able to the Committee on Foods of the American Medical Association. 


PRESCRIBE EITHER KARO SYRUP 
OR KARO POWDERED 


Karo Syrups are essentially Dex- Karo POWDERED is a spray-dried, 
trins, Maltose and Dextrose, witha refined corn syrup, composed es- 
small percentage of Sucrose added sentially of Dextrins, Maltose and 
for flavor—all recommended for Dextrose in proportions approxi- 
ease of digestion and energy value. mately those in Karo Syrup. 


CORN PRODUCTS REFINING COMPANY 
17 BATTERY PLACE ~ NEW YORK CITY 
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Baryeat Hay Fever Anp ASTHMA 
CLINIC 


OSLER BUILDING 
OKLAHOMA CITY, OKLAHOMA 
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DEVOTED EXCLUSIVELY TO THE DIAGNOSIS AND TREATMENT OF ALLERGIC DISEASES 


a 


MEDICAL STAFF 


Robert L. Howard, M. S., M. D, 
Dermatology 


L. Everett Seyler, B. S., M. D, ~ 
Gastroenterology 


Ray M. Balyeat, M. See M. D., F. A. Ge P. 
Director 


Ralph Bowen, B. A., M. D., F. A. A. P 
Pediatrics 


Dilaudid is a quickly acting and effective cough sedative 
even in small doses. For the average prescription add 
1/2 grain Dilaudid to 4 ounces of suitable vehicle and 
give in teaspoonful doses, (about 1/64 gr. Dilaudid). 
The dose may be increased or decreased according to 
the severity of the cough and age of the patient ... 


*DILAU DID (ditydromorphinone hydrochloride) Council Accepted 


Hypodermic and ora! tablets, rectal suppositories, and as a soluble powder 


@ Dilaudid comes within the scope of the Federal Narcotic Regulations. 
No prescription containing Dilaudid, regardless of quantity, is refillable. 
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In leatherette or aluminum case 

Double Improved Neubauer Counting Chamber 
only with two cover glasses 

Thoma Pipette, 1-100 for red count 

Thoma Pipette, 1-10 for white count 

Discounts on lots of 12-10%: 24-15% 


A. J. GRINER COMPANY 
417 E. 13th Street Kansas City, Missouri 


THE W. E. ISLE COMPANY 
1121 Grand Ave., 2nd Floor, Kansas City Mo. 
Main 0905 
IMPROVED BRADFORD FRAME 
Made in Our Factory 


Behind 
MrrCUROCHROME 


(dibrom-oxymercuri-f 
<> is a background of 


Precise manufacturing methods in- 
suring uniformity 


Controlled laboratory investigation 


Chemical and biological control of 
each lot produced 


Extensive clinical application 


Thirteen years’ acceptance by the 
Council of Pharmacy and Chem- 
istry of the American Medical 
Association 


A booklet summarizing the impor- 

tant reports on Mercurochrome and 
4 describing its various uses will be 
a sent to physicians on request. 


Hynson, Westcott & Dunning, Inc. 
BALTIMORE, MARYLAND 


COUGHS 


(AS ASSOCIATED WITH SMOKING) 


“After smoking the diethylene cigar- 
ette for from three to four weeks... the 
cough disappeared in 75.6 percent.” 


Some Clinical Observations on the Influence of 
certain Hygroscopic Agents in Cigarettes. 
Laryngoscope, 1935, XLV, 149-154* 


SEE ALSO 

Pharmacology of Inflammation: III. Influence of 

hygroscopic agents on irritation from cigarette smoke. 
Proc. Soc. Exp. Biol. and Med., 1934, 
32, 241-245* 


The results reported in these papers find 
a practical application in Philip Morris 
cigarettes, in which only diethylene glycol 
is used as the hygroscopic agent. To any 
Doctor who wishes to test them for 
himself, the Philip Morris Company will 
gladly mail a sufficient sample on request 
below. * * 


PHILIP MORRIS & CO. LTD. INC. 
119 FIFTH AVENUE ¢« NEW YORK 


Absolutely without charge or obligation of any 
kind, please mail to me 
rom 


* Reprint ey 
scope 1935 XL" 
Proc. Soc. 
1934, 32, 
* * Two packages of Philip Morris 
NAME M.D. 


ADDRESS 
CITY. 
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PRESCRIPTION PHARMACIES 


PALACE DRUG STORE 
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PRESCRIPTION DRUGGIST 
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